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This study set out to evaluate the effectiveness of an intervention programme, in a developing 
context within an ecological framework that involves parents througp parent training adopting a 
parent-child interaction approach to intervention. This short-term, group intervention programme 
was developed specifically for hearing primary caregivers of profo,undly deaf signing children 
from low socio-economic backgrounds. A naturalistic approach to .intervention that followed a 
conversational model was applied. The programme was deSigned to enhance dyadic 
communicative interaction and to empower the caregivers as effective change agents, primarily 
through the programme components of communication skills and sign language, information and 
knowledge, educational advocacy and support. A broader perspective was adopted through 
I 
addressing socio-economic factors and adapting to cultural differences. A team of people was 
involved in programme development, implementation and evaluation and included professionals 
I 
from a range of disciplines, Deaf signing adults, and an English-isiXhosa interpreter. A short-
term longitudinal, before-and-after group design was used in programme implementation and 
evaluation. This design encompassed constructivist-interpretive and positivist/post-positivist 
research paradigms. The group of sixteen caregiver-child dyads reported on in this study was its 
own control, constituting a quasi-experimental design. An estimate of the effect of the 
programme was determined by analysing pre-post-intervention comparisons of videotaped dyadic 
interactions during play and storytelling, and the post-intervention evaluation questionnaire and 
focus group interview data. A coding system was compil~d for the investigation of 
communication and sign language parameters that were not part of an occurrence of 
! 
communication breakdown. Investigation of breakdown and repair as well as aspects of caregiver 
sign production constituted a separate analysis. Both quantitative and qualitative analyses were 
I 
carried out in the evaluation process and certain procedures were adopted to enhance the 
reliability and validity of the findings. It is believed that the aims I of this study and the specific 
goals/objectives of the programme were met. The analyses carried out indicated positive change 
and that this change was most likely due to the programme. In particular, it is believed that the 
style of caregiver-child interaction changed over the course of the intervention and so the 
programme was effective to the degree that it improved ckregiver-child communicative 
interaction. More so, it is believed that the programme resulted in empowerment of the 
caregivers. Numerous aspects are believed to contribute towards tJe uniqueness of this study and 
of the communicative intervention programme. The numerous clinical and theoretical 
I 
implications and implications for future research arising from this study are discussed in detail. 
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"Early intervention efforts that focus on the child's caregivers recogni~e the central importance of 
parents for the health, well-being, and development of the infant aid young child" (Seitz & 
Provence, 1990:400). I 
; 
The purpose of this study was to conceptualise, design, irJplement and evaluate a 
communicative intervention programme for hearing caregiver~ 1 of young deaf signing 
children from socio-economically disadvantaged commubities. This study was 
undertaken in the Western Cape of South Africa. 
i 
Both the importance and the reciprocal nature of early caregiver-child interactions are 
I 
frequently highlighted in studies on caregiver-child interac~ions. Parents have been 
pinpointed as the prime facilitators of language development ip. young hearing-impaired 
children (Watkins & Clark, 1988; Wolf Nelson, 1998). Furthermore, parents playa vital 
role in developing their child's communication skills througho~t their child's pre -primary 
and primary school years. The parent-infant relationship is one of inherent and critical 
social-affective dimension's. It is primarily the interactive expe}iences between parent and 
child occurring naturally within the home that assist the child in developing his/her 
I 
worldly understanding and in acquiring language that sllle can use to understand 
important cognitive concepts (Moeller & Carney, 1993). The slocial interaction within the 
family is the critical foundation for the acquisition of language and literacy (Moeller & 
I 
Carney, 1993). 
1 The tenn 'caregiver' refers to the person who has primary responsibility for the child in tenns of care and 
nurturing. In this thesis, this tenn is used interchangeably with 'parent' arid 'mother'. The tenn 'caregiver' 
is preferred in this study since the family structure in many traditionally under-served families tends to be 
extended, rather than nuclear and may also be multigenerational. Consequently, the mother may not 
necessarily be the primary caregiver (Louw & A venant, 2002). I 
2 The tenn 'deaf, as used in this study refers to deaf persons in general who have a severe to profound 
hearing loss present from birth or before two years of age. Such persons have extreme difficulty in 
naturally acquiring spoken language without special and intensive edu~ational support and systems of 
amplification. Use of a fonnal signed system of communication is a viable option. The tenn 'Deaf is used 
to refer to the deaf signing children and adults participating in this sttjdy who use sign language as a 
primary mode of communication, and to refer to a Deaf community and jDeaf culture. The tenn 'hearing-
impaired' is used with reference to previous research in which this term was employed or in which the 
severity of hearing impainnent was not specified. 
1 
The parent-infant dyad may then be viewed as a prototype of the teacher-learner 
partnership (Koester, 1992). This notion is worth noting considering that deaf children 
are often unable to participate in the institution that has the responsibility for teaching the 
skills necessary for living in society - the family. The course and durability of caregiver-
child interaction is challenged by the presence of a severe auditory impainnent (Rea, 
Bonvillian & Richards, 1988). 
Approximately 90% of deaf children are born to hearing parents (Christensen, 1988; 
Newport & Supalla, 1998). Communication breakdown is commonly reported in 
interactions between hearing caregivers and their young deaf children (see Koester, 1992; 
Wood, 1991). One of the greatest tasks facing these parents in their child's life is 
overcoming the tremendous communication barrier that exists between them (Gregory, 
1995 in Joseph & Alant, 2000). Deafness renders spoken language inaccessible in the 
nonnal manner. This, and the fact that such a large number of children are born to 
hearing parents, has far reaching implications for numerous aspects of development 
including language acquisition, familial and social relationships, and access to 
infonnation and education. Deaf children face a multitude of communication, social and 
educational barriers in their daily lives (Wallis, Musselman & MacKay, 2004). 
The International Classification of Functioning, Disability and Health (ICF)3 refers to 
deafness as an impainnent of body function that can result in a disabling condition in 
tenns of activity limitations and/or life participation restrictions as a consequence of 
environmental factors. Life domains include for example, communication, interpersonal 
interactions and relationships, and general tasks (World Health Organization, WHO, 
200la). 
3 The International Classification of Functioning, Disability and Health was approved by the World Health 
Assembly, May 2001, for international use. It supersedes the International Classification ofirnpairrnents, 
Disabilities and Handicaps of 1980 and its revised versions (World Health Organization, 2001a). 
2 
Current perspectives on deafness 
i 
As a result of the existence of varying interpretations of disabilIty, conceptual models of 
I 
understanding disability, namely the medical and the social models, have emerged. To 
I 
I 
date in the developing context of South Africa, services for d~sabled people have been 
based on the premise that disability is an individual pathology and the disabled person is 
I 
I 
seen as having a problem to be corrected. The development oftpis medical viewpoint led 
people to believe that dysfunction can be explained through ra~ional scientific argument; 
i 
that is the cause of any condition regarded as abnormal ban be attributed to the 
malfunction of a physiological system. Subsequently, disabilitY as malfunction has been 
seen as a specialized health problem and an emphasis has l been placed on clinical 
I 
diagnosis. The aim of medical rehabilitation is to assist the indTidual to be as 'normal' as 
possible (Philpott & McLaren, 1997), changing the individual to fit into society (Jagoe, 
I 
I 
2002). Medical care is clearly regarded as the main issue, and at the political level the 
I 
primary response is that of modifying or reforming health care policy (WHO, 2001a). 
I 
I 
One of the criticisms of the medical model is that it focuses primarily on the impairment 
i 
and secondarily on the individual who bears it, and only minimally on the social and 
I 
physical impairment. Hence this model contributes to the exclusion of disabled people 
I 
I 
from society (Philpott & McLaren, 1997; South African Federal Council on Disability, 
2002). In this model, the professional is the' expert', the controller of knowledge who 
I 
decides on the needs of the disabled person (Jagoe, 2002; Philpott & McLaren, 1997). 
The disabled person is regarded as the client or patient who i!s a passive recipient of the 
particular service. Disabled people internationally, challenge Jociety to acknowledge that 
they too are experts in the field of disability (Jagoe, 2002). 
In contrast to the medical model, the social model of disability views the medical 
I 
condition as only a part of the so-called problem. Rather, acknowledgement is made of 
, 
I 
the causal nature of problems faced by the disabled of the way that the society is 
I 
organised to meet the needs of the non-disabled people (PhilI?ott & McLaren, 1997). The 
i 
social model sees disability as a human rights and development issue (South African 
I 
Federal Council on Disability, 2002). This model "sees the issue mainly as a socially 
I 
3 I 
created problem, and basically as a matter of the full integration of individuals into 
society" (WHO, 2001a:28). According to this view, disabled people experience 
unnecessary segregation and exclusion because of factors such as discriminatory attitudes 
and practices. Consequently, disabled people are an oppressed and marginalised group in 
society (Philpott & McLaren, 1997). The issue is an attitudinal or ideological one that 
requires social change, which at the political level becomes a question of human rights 
(WHO,2001a). 
On the basis of the social model, since disability is not an attribute of an individual but a 
complex variety of conditions that are primarily created by the social environment, 
intervention is not primarily focused upon the individual in trying to bring about cure or 
care. Rather, social action is required and intervention involves the removal of barriers 
that prevent optimal participation for disabled people in society (Philpott & McLaren, 
1997; WHO, 2001a). The ICF is based on an integration of these two opposing models 
(WHO,2001a). 
In line with the medical and the social models of disability are the pathological and the 
socio-cultural perspectives on deafness respectively. In short, the pathological view of 
deafness is premised on the idea that deaf people are not only different from hearing 
people, but there is also a sense of their inferiority on a physiological level. Attempts are 
made to remediate the auditory deficit. The socio-cultural view operates from an 
anthropological rather than a medical perspective, suggesting that for some deaf people, 
deafness is understood as an essentially cultural condition. This view has led to efforts 
that focus on issues of civil rights and that assist deaf people to function fully in the 
dominant culture. It has gained increasing credibility and support in recent years (Reagan, 
1996; Penn, Ogilvy & Reagan, in process). 
A shift in approaches to intervention 
Of relevance to the medical and social models of disability and the pathological and 
socio-cultural views on deafness respectively, is the change in focus of early intervention 
efforts. A paradigm shift has occurred over the past twenty years from near exclusive 
4 
attention, to centre-based child focused interventions, to sen/ice delivery models that 
consider the broad context of factors that influence development. In early intervention, 
i 
the most important relational and contextual factors are likely I to involve aspects of the 
family as well as external factors that influence family functioning. Hence, the result of 
the paradigm shift has been a greater emphasis on families iry the intervention process 
(Crnic & Stormshak, 1997). A greater focus has therefore been ;afforded to a social model 
; 
and a socio-cultural perspective in intervention. 
The shift in service delivery models towards more holistic approaches to intervention has 
I 
been concurrent with the shifts in theoretical views of child language (Ogilvy, Hurt, 
Commerford, Brown & Dyabuza, 2001). It has become' apparent that language 
I 
acquisition requires joint problem-solving by parent and child. In the past, a trainer-
oriented approach where the clinician chooses specific langu~ge goals and controls the 
i 
teaching process was believed to be an effective approach with children who are 
language or developmentally delayed in terms of their cOlpmunication. Intervention 
programmes are now designed to encourage the child's entry iinto dialogue and learning 
by training parents to acquire conversational styles that are contingently responsive to the 
; 
child's actions and utterances (Girolametto, Greenberg & Ma~olson, 1986). 
Similarly, intervention programmes for young hearing-impair~d children have progressed 
from being child-centred to focusing on the parents and/or tpe family (Bailey, Buysse, 
; 
Edmondson & Smith, 1992). A great number of advantages have been proffered for 
I 
involving caregivers in their children's communicative inte,rvention (Ritter-Brinton & 
Stewart, 1992). Consequently, deaf children and their (deaf or hearing) caregiver/s stand 
to benefit from a stronger family focus in service delivery systems. 
I 
Communication modality - The need for sign language 
i 
Of great importance in services for deaf children is communication modality. The degree 
of hearing loss is a strong indicator of the need for communication through an alternative 
modality to speech. According to Bomstein (1990) the degrle of the loss and the age of 
onset are both central to the communication needs of the ch~ld, and influence the nature 
I 
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and quality of the language input received. The literature in this area provides evidence of 
children using sign language as a primary mode of communication, who present with a 
hearing loss of 70dB or more - severe to profound loss (see Bomstein, 1990; Calderon & 
Greenberg, 1997; Paul, 2001). These children experience tremendous difficulty in using 
and understanding speech (Bess & Humes, 1995 in Joseph, 1998). 
The majority of children with severe to profound hearing loss are connected to a world of 
vision in which they rely upon some form of signing to receive and express information 
(Paul, 2001). "Sign language is the language of eyes and hands, of movement and of 
space" (Penn, 1993:11). This visual-gestural medium through sign language is believed 
to be an appropriate form of communication for children with a severe to profound 
hearing loss who receive restricted or no useful benefit from amplification. Hence, there 
is a need for the use of sign language by this population. 
Since parents play such a critical role in their children's development of language and 
communication, hearing parents of deaf signing children need to learn sign language. 
Without signed communication these parents are unable to fulfil their role as mediator for 
the child and unable to develop intimate parent-child relationships. 
Difficulties involved in learning sign language 
Those deaf children who need to communicate in sign language are often unable to 
communicate effectively using this medium within the home, and hence serious 
consequences on familial relationships, academic success, and the social and cultural well 
being of the child are inevitable. According to Lampropoulou and Konstantareas (1998) 
deaf children require longer periods of adult intervention due to their communication 
differences/difficulties, than do children with other disabilities, which in tum causes 
greater stress for parents. Some of these communication difficulties may be attributed to 
the impoverished language model received by these children compared to their hearing 
counterparts, resulting in a language environment not conducive to the deaf child's 
li~guistic development (Spencer, 1993). Adults often modify their language in view of 
their efforts to incorporate sign language. Parents have been found to simplify their 
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language input, consistent with their level of signing skill. However, when parents 
consistently reduce the complexity of their input, the child is exposed to a language 
model that lacks richness (Newton, 1985). 
As reported by Cohen (1996 in Joseph & Alant, 2000), the signing skills of parents in 
regions of South Africa is low. Hearing parents frequently receive little formal training in 
sign language, and have been reported to feel uncomfortable using the language in public, 
using sign language only when communicating in private with the child (Vaccari & 
Marschark, 1997 in Magnuson, 2000). Limited signing skills may thus contribute greatly 
towards impeding communication between the hearing caregiver and severe-profoundly 
deaf child. 
Luterman (1987) states that most hearing parents do not develop sufficient signing skills 
to communicate adequately with their children. There is a general trend that deaf children 
in signing programmes tend to sign more than their mothers 'while the mothers tend to 
speak more than their children in dyadic interactions. The reliance on speech as a primary 
mode of communication with the deaf child may negatively influence parent-child 
interaction, interfere with the bonding process and communication, and consequently 
have long term implications for the child's linguistic, emotional, educational and 
I 
cognitive success (Joseph & Alant, 2000; Bess & Humes, 1995). Parents learning to sign 
need to make an investment in terms of time and effort that they are often unwilling 
and/or unable to make (Bornstein, 1990 in Joseph & Alant, 2000). 
Inadequate signing proficiency of hearing parents living within a socio-economically , 
disadvantaged society can be attributed to numerous factors. Commonly reported barriers 
include the distance from the particular training venue;' transport problems; time 
constraints due to employment and family responsibilities; language difficulties in terms 
, 
of a spoken language used in training that is not the first language of the parent; lack of 
involvement in a signing environment; and the lack of resources (Swisher & Thompson, 
1985; Cohen, 1996; and Lynas, 1994 in Joseph & Alant, 2000). These factors are 
i 
believed to play an influential role in the South African context. 
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Communicative interaction with the deaf child 
In addition to the need for training in and the use of sign language in parent intervention, 
the researcher acknowledges the critical need to address communication skills. Parents 
have innate skills to communicate with their children but these skills of hearing parents 
are usually thwarted by the presence of the child's deafness. In particular, pre-linguistic 
skills such as turn-taking, attention-getting, and visual attunement are likely to be 
affected and hence result in frequent communication breakdown. In agreement with 
Swisher and Christie (1989), parents need to be made aware of their children's visual 
requirements and of ways in which their own behaviours may be hampering 
communication. Difficulty in communication is not simply a matter of skill in manual 
communication (Swisher & Christie, 1989). In agreement with Lederberg and 
Prezbindowski (2000), it is argued that intervention needs to identify and support 
intuitive parenting behaviours as well as provide additional training on aspects of 
communication that may be less intuitive to hearing parents yet essential for 
communication with deaf children. 
Minimal meaningful communication strongly suggests that deafness introduces a 
uniqueness as well as complexities into a context of disablement. In support of Marks 
(1997), deafness becomes disabling in a family and community that does not recognise or 
make use of sign language. From a socio-cultural perspective, the convention of referring 
to sign language users as 'Deaf' signifies their membership of a socio-cultural and 
linguistic community rather than merely being a category of impaired individuals (Marks, 
1997; Penn, 1993). 
In agreement with Seitz and Provence (1990), the role ofthe professional is to support the 
child's caregivers by utilising their skills and knowledge related to health and 
development and by realising the importance of the family for the child's physical, 
emotional and intellectual growth. Professionals are however often unsure of the specific 
attributes of an intervention programme or of the broad child and family factors 
influencing the success of programmes for deaf children and their families (Calderon & 
Greenberg, 1997 in Calderon, Bargones & Sidman, 1998). 
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It follows that hearing parents of young deaf children need support and training regarding 
communication through the modality of sign language. 
Rehabilitation in the context of a developing!country 
A segment of the South African society has become socially i~olated and their status is 
characterised by joblessness and lack of opportunity (Wacquant & Wilson, 1989 and 
Wilson, 1987 in Quane & Rankin, 1998). Poverty in South Alfrica is directly linked to 
the political economy of inequality of the Apartheid regime. This is a country in which 
wealth and power has historically been the preserve of a racially defined minority (V ally , 
1998). Excluding this minority, the impact of the Apartheid regime does not simply 
I 
imply a lack of financial resources. Rather, it introduces an inevitable vulnerability to 
issues relating to the family (e.g. stress and coping), environment (e.g. poor housing and 
sanitation), health (e.g. illness, impairment), services (e.g. access to health care, 
transport), education (e.g. access), and the political and economic climate. Social and 
economic needs for these people far outweigh medical needs. However, disability4 is 
generally unrecognised as a component of social and economic issues (Groce, 1999). 
Economic factors cannot be disregarded when discussing int~rvention programmes for 
children (Chaudhury, Menon-Sen & Zinkin, 1995). 
As noted by Groce (1999), those with disability are among the poorest and most 
I 
marginalised in the world, who are generally denied adequate health care, education, 
employment and social equality. There is thus an inextricable link between poverty for 
I 
those with a history of disadvantage, and disability, whicli cannot be disregarded in 
intervention services for deaf children and families from low socio-economic 
backgrounds. 
4 The researcher believes that deafness only becomes disabling to individuals when their surroundings fail 
to recognize their language or culture. The term 'disability' in this study-refers to an auditory impairment 
that brings about a disabling condition for the child, who has limited acce~s to an appropriate language, and 
who is faced with restrictions in participation in communicative interaction with hearing individuals. This 
definition is based on the International Classification of Functioning, Disability and Health (ICF, World 
Health Organization, 200Ia). 
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The South African health care context has a history of segregation and limited resources 
for the majority of the population. Philpott (1995) describes the maldistribution of health 
services and resources in favour of the urban elite at the expense of the poor. Most 
children with disabilities live in extreme poverty with little or no access to appropriate 
health and rehabilitation services (Anderson & Phohole, 2000). Access difficulties are 
encountered primarily due to the necessary transportation costs. Traditionally 
disadvantaged people typically need to travel long distances due to geographic location as 
a result of apartheid. Socio-economically disadvantaged people with disabilities are 
dependent on strained public health services (Guthrie & Sait, 2001). 
Transformation within the health sector has led to the promotion of a primary health care 
(PHe) approach in view of the needs of socio-economically disadvantaged communities. 
However, PHe services are almost non-existent to most disabled, socio-economically 
disadvantaged people who live in rural or peri-urban settings, as their needs are catered 
for at district level. The PHe approach is in fact failing to provide rehabilitation services 
at a district level to disadvantaged people in need of these services and community based 
rehabilitation is not seen as a viable alternative for addressing some of the needs (Guthrie 
& Sait, 2001). To date, rehabilitation has taken a back seat while the focus has been on 
curative medicine. Sadly, the transformation process is currently characterised by a 
system that is sorely lacking in rehabilitation services for disadvantaged families. 
The Department of Health (2001) documented the situation regarding rehabilitation 
programmes as characterised by poor government commitment to the support and 
development of rehabilitation programmes and human rights issues that affect people 
with disabilities. Government and non-government sectors are implementing new 
strategies and programmes congruent with the transformation process in health and 
education and in the drive to address past inequalities in the availability of rehabilitation 
services for the majority of disabled people. 
Even at a tertiary level of health care, rehabilitation services for hearing impaired and 
deaf children are severely limited. To date, there is no provision in the formal health 
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budget for hearing impaired and deaf children who may benefit from amplification. 
Moreover, little is offered for children requiring sign languag:e to communicate. More 
specifically, South Africa continues to face a great number of challenges in the provision 
of formal, appropriate and effective intervention programm~s for hearing parents of 
young deaf children, from disadvantaged communities, who use sign language5 as a 
primary mode of communication. 
The lack of rehabilitation services for deaf children and their hearing families may also 
be attributed in part, to a lack of research in this area. To date, little research has been 
conducted in South Africa on the involvement of hearing caregivers of deaf children from 
, 
socio-economically disadvantaged communities either in early or in long-term 
i 
intervention programmes. Moreover, research is limited in terms of the use of sign 
language to communicate by families from disadvantaged communities. This includes 
I 
families for whom the home spoken language is not English. Reilly and Bellugi (1996) 
point out that the majority of motherese studies have focus,ed on middle- and upper-
middle- class English-speaking families. Thus, existing knowledge of parentese and its 
role in language acquisition is almost entirely based on rese~rch from spoken language 
and how hearing parents of a particular socio-economic status and home language 
communicate with their hearing children. 
By implication of this absence of formal rehabilitation ser\,ices in the public sector, 
hearing families of deaf children from socio-economically disadvantaged communities 
are not able to receive direct support. 
I 
Against this background, there is a dire need for formal intervention, and moreover early 
intervention, for deaf children and their hearing parents. 
5 Sign language as it applies to the research project of this study refers' to South African Sign Language 
(SASL). The South African constitution does not recognize SASL as an official language but sign language 
is afforded special recognition by the Pan South African Language Board as a language that needs to be 
promoted in its development and use (Constitution of the Republic of South Africa, 1996). The South 
African Schools Act recognizes sign language as an official language fo~ educational purposes (DEAFSA, 
1997 in losep h & Alant, 2000). In recent years, a bilingual approach to deaf education has emerged and is 
being promoted (Joseph & Alant, 2000). For a comprehensive history'of sign language development in 




The researcher acknowledged the dire situation at the commencement of this study 
regarding a lack of intervention services. Consequently, the population under 
investigation includes those hearing caregivers and their deaf children from socio-
economically disadvantaged communities for whom access to appropriate services is 
limited and who have had no previous exposure to formal rehabilitation intervention. 
Private services cater for those who are better off financially, who are mainly White, 
whereas the poor, who are mainly Black and Coloured people6 (of the Western Cape) are 
dependent on strained public services (Committee of Inquiry, 2002). In addition, these 
deaf children require sign language as the primary mode of communication primarily in 
view of a lack of financial resources to pursue the oral mode of communication. 
Hence, the pnmary rationale for conducting this study was the lack of formal 
intervention programmes that are appropriate for deaf, signing children and their hearing 
parents who have a history of socio-economic disadvantage. In this way, the study was 
primarily clinically driven. 
The primary aim of this study was to determine the effectiveness of a formal, 
communicative, training programme that was designed to empower hearing caregivers of 
young deaf children who use sign language as a primary mode of communication, and to 
enhance the dyadic communication. More specifically, the aims of the study were firstly 
to determine programme effectiveness within a developing context as the programme was 
suitable for socio-economically disadvantaged caregiver-child dyads and secondly, to 
determine effectiveness using multiple measures in an evaluation process. The 
programme was developed, implemented and evaluated within an ecological framework. 
Individual caregiver-child dyads who have received no previous exposure to formal 
rehabilitation intervention, participated within a group intervention programme, primarily 
for the support available from Deaf role models and caregivers experiencing similar 
6 In accordance with Statistics South Africa (1998) classification of people into population group is no 
longer based on a legal definition, but rather on self-classification, since moving away from past Apartheid ro 
discrimination. 
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circumstances. The programme constituted a short-term interveiltion programme of three 
months with a view to the need for more long-term intervention. 
The core principles of the programme included caregiver-child interaction; competence 
I 
of a comprehensive team; cultural competence; consideration of the social and 
environmental context; a working partnership; involvement of Deaf adults; 
empowerment; continuity of care; and development of appropriate resource materials. 
The researcher developed the communicative intervention programme primarily on the 
basis of needs identified during clinical work in the fi¢ld within primary and 
secondary/tertiary settings, on theoretical models and in the context of applicability. All 
participants were from socio-economically disadvantaged communities in the Western 
Cape of South Africa and representative of the Black and Coloured population groups. 
I 
The first language of the caregivers was isiXhosa and a combination of 
English/Afrikaans, respectively. Central to the intervention programme was an 
acknowledgement of the need for linguistic accessibility of the caregivers. Thus, an 
interpreter was employed to playa critical role in this study. -the children were required 
to be between the ages of one and five years at the start of the study. 
A before-and-after design of an observational nature! was employed in the 
implementation and evaluation of the programme. Both quantitative and qualitative data 
analyses were undertaken regarding communicative transaction and interaction. An 
evaluation questionnaire and focus group interviews yielded additional qualitative data. 
Thus, a large amount of quantitative and qualitative data contributed towards the 
evaluation process. Ethical considerations are highlighted in this study in terms of the 
need to employ a quasi-experimental design. 
The researcher was motivated by some recent conceptual shitts that have occurred in the 
field of rehabilitation. These shifts primarily relate to cultural appropriacy, empowerment 
within an ecological perspective, and the need for formal evaluation. 
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Not only is there a need for rehabilitation services for low socio-economic status families 
of deaf children, but also that such services within this context be more culturally 
appropriate. Factors relating to the multilingual, multicultural nature of the South 
African populace (Erasmus, 1999) exercise a strong influence in service delivery. In this 
post-apartheid period, multiculturalism and multilingualism are emerging and being 
promoted but the reality of the transformation of the existing health care system is a long 
and tedious process. As noted by Evans (200 1), overt disadvantage owing to race has 
been replaced by covert disadvantage owing to linguistic and cultural barriers. The 
absence of a common language among professionals and patients/clients in health care is 
very much a part of everyday experience (Drennan, 1999). More recently, the field of 
Speech-Language and Hearing Therapy has placed much emphasis on the need for 
culturally and linguistically appropriate services. Cultural and linguistic accessibility may 
be achieved either through collaborative involvement of interpreters or through the use of 
professionals who represent the same cultures as those participating in the intervention. 
In line with this shift, cultural appropriacy was incorporated in the programme principles 
of this study. An isiXhosalEnglish interpreter played a key role and the involvement of 
Deaf adults in all stages of the development, implementation and evaluation of the 
programme was emphasised from the outset of this study. 
A shift in cultural appropriacy was among numerous factors that highlighted for the 
researcher that deafness cannot be viewed in isolation in a study of this nature but that a 
broader perspective is necessary. The intervention was conceptualised by means of 
drawing on important issues pertaining to deafness (mainly language and 
communication), to culture, to social and economic factors within an ecological 
framework. The ecological perspective adopted considers the relationship between the 
child and his/her caregiver and factors in their environment, as the caregiver-child dyad 
experiences them. In agreement with Crnic and Stormshak (1997) intervention needs to 
consider both relational and contextual factors if it is to be successful. Hence, 
implementation and evaluation of the programme aimed to be culturally and linguistically 
responsive to hearing caregivers of deaf children from low socio-economic communities 
who have a history of disadvantage in terms of health and education. 
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It is believed that this approach to intervention responds to the dire need to tailor services 
towards considering cultural issues, the social and economi~ context and issues of 
deafness. Such a holistic approach necessitates an ecological framework within the 
developing context of South Africa that incorporates components of language and 
communication, information, support and educational advocacy that serve to empower 
the caregivers of young deaf children. 
With regard to an overall empowerment perspective, the apartheid education system 
attempted to promote inequalities, actively encourage passive acceptance and discourage 
investigation and curiosity, and the majority of non-White adults received a substandard 
I 
education (Abel, 1997). The past discriminatory educational practices for the parents of 
children with disabilities imply a lack of knowledge and hence disempowerment. A lack 
of knowledge coupled with a sense of disempowerment in a low socio-economic context 
has implications in terms of early identification of deafness and of rehabilitation. The 
communicative intervention programme of this study was not simply a programme to be 
delivered to enhance language and communication development. The programme was 
also designed to empower caregivers by providing them with the necessary skills, 
knowledge, support, and information. 
The lack of rehabilitation programmes, as already highlighted, implies a lack of evidence-
based practice information. Formal evaluation of existing strategies and programmes in 
the context of transformation in South Africa is scarce (Department of Health, 2002). In 
particular, there is a lack of evidence-based data highlighting the effectiveness of 
programmes for deaf children and their hearing families (Department of Health, 2002). It 
is believed that such data would be particularly useful if collected on the basis of pilot 
and follow-up programmes that were delivered and evaluated. i 
This study was conducted in line with current trends an~ shifts in measuring the 
effectiveness of intervention. According to Rossi and Freeman (1993:3) the aim of 
evaluations is to "provide the most valid and reliable findin~s possible within political 
and ethical constraints and the limitations imposed by time, money, and human 
resources". Communicative transaction and interaction, and issues relating to programme 
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components were examined in an inherent evaluation process that involved the use of 
multiple measures namely, a video analysis procedure, a caregiver evaluation 
questionnaire and focus group interviews. The dire need for the evaluation of 
programmes, particularly those serving disadvantaged communities, in the South African 
context has been highlighted. Furthermore, the qualitative findings reported in this study 
respond to the lack of information and studies, according to The Disability Action 
Research Team (2000), on qualitative aspects of disability. 
In addition to these conceptual shifts, there were two primary considerations necessary 
in this study that relate to the concept of early intervention and to a centre - versus a 
community-based service. With a history of disadvantage and a lack of services, the 
researcher acknowledged the need to shift out of an early intervention framework in its 
true sense. 'Early intervention' is considered as any service that is initiated prior to 36 
months of age that aims to improve the development of the child who has a disability, is 
at risk or is otherwise disadvantaged (Pakula & Palmer, 1997). The researcher 
acknowledges the importance of formal, early intervention. However, dueto the scarcity 
of rehabilitation services, the intervention of this study aimed to provide early 
intervention in the sense that the service is appropriate for caregiver-child dyads that have 
had no previous exposure to formal intervention. Inclusion of children older than three 
years of age who have not started formal schooling therefore relates to the need for 
intervention for those with a history of disadvantage. This history of disadvantage 
interfered with their participation in any previous early intervention programmes. 
Moreover, service provision in the communities of the deaf children and their parents 
may be viewed as the optimal situation, with advantages such as minimising problems of 
physical accessibility. However, in spite of the researcher's acknowledgement of the need 
for the intervention to be provided at a community level, the intervention of this study 
was initially provided and continues to be centre-based at a tertiary level. 
This intervention formed an additional service to the existing outpatient rehabilitation 
service (e.g. hearing testing, counselling and hearing aid fitting for children diagnosed 
with a hearing loss) within a tertiary hospital setting. The intervention enabled a more 
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comprehensive service through a greater family and interacti4n focus. More recently, 
long-term family interventi~n has been formally introduced in the homes of the families, 
to provide continuity of intervention (see Commerford, 2003). 
I 
I 
The caregiver-child dyads participating in the intervention programme lived in different 
areas across a wide geographical region. Hence, it would have bren necessary to establish 
multiple intervention sites, which in tum may have influenc~d the implementation of 
group intervention. Since the commencement of this study, th~ context of the problems 
faced in the transformation process appeared to be a tremendous challenge. 
Implementation and evaluation of the intervention of this study was to continue at a 
tertiary level until such time as a greater focus on rehabilitation existed, problems in 
health service delivery to socio-economically disadvantaged people were addressed 
further, and the planning and networking necessary to implement in other settings was 
carried out. 
Hopefully, more long-term intervention services can be offere~ in the community of the 
deaf children and their families. 
It is also believed that an early intervention service for deaf children and their parents 
who have no previous exposure to formal intervention needs to be multi-disciplinary in 
nature. That is, it needs to be comprehensive in nature, ackno~ledging the complexities 
involved in first-time diagnosis and early rehabilitation in a context of socio-economic 
disadvantage. The intervention of this study was therefore cen~re-based at a tertiary level 
with input from a multidisciplinary team of professionals. Rehabilitation for hearing 
I 
impaired and deaf children has a unique status in that it is a. cross-disciplinary area of 
service provision provided by a range of professionals with sp~cialised skills who deliver 
a comprehensive service (Cherow, 1984). 
The scope of this study has numerous applied/clinical and th~oretical aspects. Some of 
the major implications that may emerge from this study are as follows. 
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It is hoped that the development of a communicative intervention programme for hearing 
parents of deaf children will have numerous clinical implications. For those hearing 
parents and families of deaf children who use South African sign language, having early 
and consistent access to effective learning opportunities in this language is critical. 
Moreover, the evaluation of programmes designed for parents through parent-child 
interaction, which support the learning of sign language as well as identify effective 
teaching/learning strategies, is believed to be essential. It is hoped that the intervention 
programme will continue to be implemented and evaluated in the future. Since the 
programme was a short-term intervention specifically for dyads with no previous 
exposure to formal intervention, it is also hoped that this study will lead to the 
development and evaluation of more long-term intervention programmes. 
It is believed that the programme that was compiled for a developing context will be 
applicable for other developing regions and countries. 
Moreover, acknowledgement of the broader context, including socio-economic and 
cultural aspects, that impact on the lives of the parent-child dyad, as opposed to focusing 
solely upon language and communication relating to the child's deafness, is believed to 
b.e critical. The development of a formal communicative intervention programme for 
caregivers and their children from low socio-economic status communities and from 
cultures that differ from that of the programme co-ordinator, is believed to have 
numerous implications for service delivery in light of the dire need for a programme of 
this nature. 
With regard to clinical tools, it is believed that the contingency coding system that was 
compiled and used in this study can be applied in clinical use. In this study, the coding 
system allowed for in-depth comparisons pre- and post- intervention of sign language and 
communication parameters relating to transaction and interaction for the caregiver-child 
dyads. It is anticipated that the coding system can be modified for clinical use as an 
effective tool in monitoring and evaluation. 
18 
Hopefully, the numerous programme materials regarding language and communication 
development and sign language will be useful beyond this intervention programme. The 
materials allow for user-friendly resources in this field of intervention for English, 
Afrikaans and isiXhosa members of disadvantaged communities. They may also be used 
to contribute towards a more enabling environment for the deaf child, thereby creating 
awareness regarding communication through sign language. 
With regard to theoretical implications, it is hoped that this study will provide additional 
knowledge to the existing body of knowledge on the nature of communicative transaction 
of hearing caregivers of young deaf children and of interactio,n between the caregivers 
and their children. More specifically, the findings may provide insight into aspects of 
sign language, caregiver acquisition and use of sign language, and communication 
breakdown between caregiver and child. This type of informat~on, collected on the basis 
of an inherent evaluation process, is not only valuable in the areas of communication and 
language in the field of child deafness and intervention. Such information also meets the 
need, among others, for the lack of research on the nature of sign language use of 
caregivers from low socio-economic backgrounds receiving their first, formal signing 
intervention. Furthermore, it is believed that the findings may highlight important aspects 
of early communicative interactions, thereby indicating some critical communication 
components that are necessary in intervention programmes. 
Finally, the findings of this study may well contribute towards a greater understanding of 
disability in terms of restricted participation for the severeLprofoundly deaf child in 
communication within a hearing, speaking environment. 
1.1 DESCRIPTION OF CHAPTERS 
Chapter Two focuses on meeting the need for parent-child communicative intervention. 
Traditional approaches and a parent-child interaction apPFoach to intervention are 
described, highlighting the need for and benefits of caregiver involvement and training. 
Rehabilitation services in the developing, South African context are outlined and the need 
for sign language as the mode of communication is highlighted. Contextual factors 
I 
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believed to have a tremendous impact on the development, implementation and 
evaluation of programmes for hearing caregivers and deaf children from traditionally 
disadvantaged communities, receive further mention. An approach to intervention as well 
as important factors to be addressed in this context that is suitable for caregiver-child 
dyads from socio-economically disadvantaged communities, are presented as a backdrop 
to the development, principles, aims, nature and components of the programme of this 
study that are discussed in Chapter Four. The approach to intervention that is proposed 
not only involves caregivers, but focuses on parent-child interaction within an ecological 
perspective. Critical factors that are believed to impact on child development and 
caregiver-child interaction include those of culture and the socio-economic climate. 
Chapter Three presents the nature of hearing caregivers' input to and interaction with 
their young Deaf children. The importance of parents in the development of the child's 
language and communication ability is highlighted. Areas in which hearing caregiver-
deaf child dyads experience problems relating to input and interaction, which result in 
frequent communication breakdowns, are discussed. It is proposed that hearing caregivers 
of deaf children who use sign language as a primary means of communication require 
sign language training in addition to support regarding intuitive communication 
behaviours and training in those behaviours that are less intuitive but necessary in 
interaction with young deaf children. Hence, the need for intervention is highlighted. 
Positive interactions between deaf parents and their deaf children strongly suggest the use 
of deaf-deaf dyads as role models. 
Chapter Four concerns the methodology of this study. The aims, research design, subject 
sample, data collection and analysis methods, and the methods and measures of 
programme effectiveness are described. Since the focus was on language and 
communication, the identification of parameters of the coding system and the use of the 
coding system, are described in detail. This chapter describes the communicative 
intervention programme that is compiled, implemented and evaluated in this study. The 
development, principles, aims, nature, service delivery components, content and process 
of the programme are presented. In addition, factors relating to programme effectiveness 
are considered. In line with characterising relationships between individuals and their 
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environments as transactional, and the influence thereof on devcllopment, the programme 
I 
adopts an ecological perspective, which involves a naturalistic approach whereby 
I 
children learn language and communication skills thro~gh naturally occurring 
interactions with their caregivers. Moreover, an ecological persJective is applicable to the 
) 
South African context as it considers the family system, culnire, empowerment, and a 
working relationship between professionals and the caregive~s that participate in the 
intervention. Finally in this chapter, a brief overview of t~e pilot study on dyadic 
interaction presents some of the major modifications of th1 methodology that were 
necessary. 
The findings of the study including the effectiveness of the inte~ention are presented and 
discussed in Chapters Five and Six. Chapter Five presents the' results of the analysis of 
communication and sign language pre- and post- interventionJ Chapter Six presents the 
I 
qualitative findings ofthe thematic analysis of measures of evaluation implemented post-
intervention. A general discussion is undertaken in ChaptJr Seven, which includes 
I 




MEETING THE NEED FOR CAREGIVER-CHILD COMMUNICATIVE 
INTERVENTION 
"The early interventionist is faced with many challenges in order to provide effective and 
accountable services to clients in the diverse South African context" (Louw & Avenant, 
2002:149). 
It follows from the previous chapter that hearing caregivers of young profoundly deaf 
children need support and specific training in communicative transaction and interaction. 
Hence, an intervention programme is required that aims to improve the effectiveness of 
overall communication ability through direct involvement of caregivers. It is however 
critical to compile, implement and evaluate a programme that is suitable for the particular 
caregIvers and their children in a particular socio-political, economic and cultural 
context. 
This chapter presents two contrasting approaches to intervention for deaf children, 
provides an overview of rehabilitation services in the developing South African context, 
and proposes a particular approach believed to be suitable within this context. In addition 
to aspects of language input and communicative interaction presented in Chapter Three, 
this chapter ultimately serves to introduce the issues considered in the development of the 
communicative intervention programme of this study, its principles, aims, nature and 
components. Chapter Four provides further information on the programme. 
2.1 Approaches to Intervention 
Historically, professional attitudes and ideologies in the area of parenting deaf children 
seem to have developed around the parents' desire to somehow make their 'deviant' child 
'normal' (Harvey, 1984 in Henderson & Hendershott, 1991). According to this ideology, 
the family is hearing and the deaf child is deviant. This assumption is not valid when a 
family systems perspective is used. That is, since the deaf child is a component of the 
family system, the deafness belongs not only to the child but rather to the entire family. 
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Acceptance of a family systems perspective among professionals makes it necessary for 
the family to ensure that all of the components in the family system can participate, 
contribute and draw on the family's resources equally (Henderson & Hendershott, 1991). 
As noted by Henderson and Hendershott (1991), the social st~gma that surrounds deaf 
people and their language has prevented hearing people - pa~ents and professionals -
from looking at this issue from a combined hearing and deafpetspective. Consequently, 
the development of what is considered normal, healthy caregiver-child interaction is 
influenced. 
This section contrasts the traditional child-focused, directive model and the parent-child 
interaction model of intervention as a means of presenting the backdrop for the 
intervention programme of this study. In this way, positive 1spects of interaction are 
illustrated as opposed to merely focusing on negative aspects. Several advantages of the 
adult-child communicative interactions will be presented and the need for caregiver 
involvement, particularly in the intervention process, will be discussed. The importance 
of training hearing caregivers of deaf children III order to, enhance caregiver-child 
communicative interactions will be highlighted. 
2.1.1 Child-focused and parent-child interaction models of intervention 
Traditionally, models of intervention comprised a child-focused approach in which the 
interventionist functions as the key agent of change and there is little, if any, emphasis on 
enhancing or supporting parent-chil d interaction - that is, relationship-focused concepts-
in the intervention practice (Mahoney, Boyce, Fewell, SPikdr & Wheedan, 1998). In 
contrast, it is proposed that caregivers be directly involved iI} the intervention process, 
which comprises caregiver-professional collaboration, and supports and enhances 
I 
responsive caregiver-child interaction. In this way, the approach to intervention shifts 
from being child-focused towards a more family orientated approach that acknowledges 
the important role of parents in the development of their children. 
! 
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Family-centred service is described as a philosophy, attitude, and approach (National 
Center for Family-Centered Care, 1990 in Sontag & Schacht, 1994) that requires a 
fundamental reconceptualization of the way that professionals have traditionally served 
young children with disabilities (Bailey, Buysse, Edmondson, & Smith, 1992 in Sontag & 
Schacht, 1994). Family-centred early intervention programmes have become the 'best 
practice' model for service delivery to young children with special needs and their 
families (Bailey, 1987 and Bailey et ai, 1992 and Shelton, Jeppson, & Johnson, 1992 in 
Sontag & Schacht, 1994). Research that has examined the communication patterns of 
hearing parents with their deaf children has in fact reinforced the importance of the 
family (Ritter-Brinton & Stewart, 1992). 
Up until three decades ago, parents of hearing-impaired and deaf children were often the 
forgotten 'team member' (Maxon & Brackett, 1992). The focus of professionals has 
been devoted to the child, with little attention being given to the parents and families of 
these children (Northern & Downs, 1991). The clinician has traditionally been seen as 
the 'instructor' rather than the 'enabler', in the intervention process. Consequently, 
parents may respond with feelings of inadequacy when relating to their child (Moeller, 
Coufal & Hixson, 1990). Parents were traditionally guided to 'bombard' the child with 
language input, instead of being assisted in using conversational strategies such as turn-
taking, recasting and story-telling, to develop nurturing interactions with the child 
(Moeller & Carney, 1993). 
The shift towards family-centred intervention has been based on numerous concepts. Two 
of these concepts are as follows. First, the effectiveness of intervention depends on 
parents playing a more active part in intervention because they are the primary influences 
on their children's development. Second, families of children with disabilities are faced 
with numerous challenges that create difficulties for them in participating in intervention 
and/or carrying out routine childcare responsibilities. Consequently, professionals need to 
examine their attitudes towards parents, and shift from focusing on the child to 
collaborating with families and enhancing support networks (Mahoney et ai, 1998). 
The extended family network and extra-familial caregivers are now often included as 
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direct targets of intervention. This expanded scope reflects societal pressures and 
demographic changes in family patterns, including single-pareJt households (Fitzgerald 
& Fischer, 1987). Moreover, inclusion of specific training for parents and/or significant 
i 
others, has been based on the premise that families can ~nd should function as 
behavioural change agents for their children (Fitzgerald & Karnrs, 1987). 
Consequently, the question is no longer "Should parents ~ecome involved III the 
intervention process?" but rather "How should parents b~come involved in the 
intervention process?" The importance of training caregivers ~ill now be discussed to 
further support the proposed need for caregiver involvemen~ in intervention and for 
responsive caregiver-child interactions. As noted by Mahoney; et al (1998), the critical 
I 
determinant of programme effectiveness identified in numerous parent-directed studies 
was that parents are encouraged and supported to engaJe in highly responsive 
interactions with their deaf children. Advantages of caregiver-child communicative 
! 
interactions are presented. Some ways to engage parents in the intervention process are 
proposed in the remainder of this chapter. I 
2.1.2 Caregiver Involvement and Training 
Of relevance in intervention, three basic concepts relating to the promotion of 
development in young hearing-impaired children have been highlighted in the literature. 
First, parents have been pinpointed as the prime facilitators 0f language development; 
I 
second, early intervention programmes result in accelerated lahguage growth; and third, 
early use of sign language by hearing parents has been sho~n to promote the young 
hearing-impaired child's language development (Watkins & qark, 1988). Each of these 
concepts will now be discussed. I 
The primary context for a child's language learning is the caregiver-child dyad. Routine 
interactions between mother and child may be a prereq~isite for child language 
! 
development and for motivating the child to learn (Connard & Kantor, 1988). 
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It is through interaction with significant others and in different situations that young 
children learn to develop their communication systems in order to achieve further success 
in interaction. Facilitative exchanges between children and responsive, familiar adults 
provide the rich environmental database in terms of content, forms, and functions 
(Fitzgerald & Kames, 1987; Conti-Ramsden, 1993). Children's structural linguistic skills 
thus only make functional sense in the context of their pragmatic and conversational 
skills. The principles behind these pragmatic considerations have increasingly led 
professionals to consider parental involvement as an important aspect in language 
remediation with communicatively impaired children (Conti-Ramsden, 1993). 
As the prime facilitators of language development in young hearing-impaired children, 
the caregiver is to establish an effective way of communicating with the newborn who 
has no experience in ways of communicating with others. The parent-infant dyad may 
then be viewed as a prototype of the teacher-learner partnership (Koester, 1992). This 
notion is very important, particularly in light of the occurrence of communication 
breakdown between hearing caregivers and their deaf children (see Chapter Three). It is 
believed that the needs for caregiver support and for the enhancement of effective and 
responsive communicative interactions are evident. 
Gulker (1992) notes that despite single parent status or dual careers which are common in 
families today, a parent is seldom prevented from engaging in daily, potentially-rich 
language-learning rituals such as dressing, feeding, bathing, transporting, housekeeping 
and bedtime. Moreover, the characteristics of the contexts of reciprocal transactions in 
natural environments can be systematically arranged to enhance the learning of functional 
linguistic skills. For example, the contingency of natural consequences can be modified; 
opportunities to exhibit language behaviours can be increased; and expectations within 
the communicative interchange can be varied (Fitzgerald & Kames, 1987). 
Spencer and Gutfreund (1990) summarise positive effects on infants' development that 
result from mothers responding to their infants' actions as if they were meant to be 
communicative. Some of these effects are as follows. Children's rate of pre-linguistic and 
further linguistic communication development is positively associated with the extent to 
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which mothers base their own communicative behaviours on si~nals that are of interest 
I 
I 
from the child. That is, the infant acquires behaviours that are specialised for 
communication, and may learn words more efficiently when the adult labels objects upon 
which the child's interest is already focused. Finally, the child's social-emotional 
development may be positively affected where the mother has accepted and responded to 
I 
those behaviours of the child, which could initiate new topics. Similarly, MacTurk, 
Meadow-Orlans, Koester and Spencer (1993) review a number of investigations on 
mother-infant interactions. They highlight findings of positive correlation between early 
maternal responsiveness and later infant competence and intelligence. 
In agreement with the foregoing findings, yet in relation to hearing-impaired children, 
White & White (1984 in Spencer & Gutfreund, 1990) found that young hearing-impaired 
children whose mothers were least responsive tended to have more social-emotional and 
behavioural difficulties in later childhood. Furthermore, the social and emotional 
behaviour of deaf children, as with all children, is greatly infl~enced by their ability to 
communicate with significant others (Greenberg, 1980a). 
Parents are in a position to control a critical teaching element, which is often unavailable 
to the professional. Such moments can be created by a Speech-Language Pathologist & 
I 
Audiologist in a therapy situation, yet cannot compare with the frequent, spontaneous 
moments that arise in family activities (Gulker, 1992). Moreover, parents provide 
continuity to their children's education that cannot be achieved by the professional 
(Maxon & Brackett, 1992). 
Dunst (1985) has stated that one of the most important roles that a professional can play 
in early intervention is in fostering supportive and recipropal relationships between 
caregivers and their children. Nind and Hewett (1994) list several interventions that 
recognise that the influences in the parent-child dyad are) two-way and that child 
development is enhanced through involvement in progressively more complex patterns of 
reciprocal, contingent interaction with someone close such l,lS the caregiver. Training 
parents to adopt responsive interaction styles was shown experimentally to be associated 
with general sensorimotor and language development. Consequently, an increasing 
I 
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number of relationship-focused or social reciprocity interventions have emerged, 
including the intervention programme of this study. 
Additional advantages have been proposed for parental involvement in early intervention 
programmes as well as for specifically teaching parents (or significant others) to 
implement their children's language intervention. Kaiser (1993 in Iacono, Chan & 
Waring, 1998) suggested that parent-implemented interventions are likely to facilitate 
children's social communication skills because the specific techniques are often based on 
the characteristics of normal parent-child interactions. They too are likely to enhance 
generalization of newly learned skills through the continuation of intervention into a 
child's daily activities. Furthermore, Kaiser (1993 in Iacono, Chan & Waring, 1998:281) 
argued that parental involvement has lasting effects beyond the goal of improving the 
child's communication skills because "different and more positive social communication 
interaction patterns may be established". 
Parent-professional collaboration, and addressing family needs and concerns may be 
critical ways of engaging parents in the intervention process yet these elements may be 
ineffective at enhancing children's development unless parents are encouraged to engage 
in more responsive interactions with their children (Mahoney et aI, 1998). In view of 
evidence of the importance of parent-child interaction in encouraging optimal child 
development, parent-child interaction is increasingly recognised as an important aspect of 
early intervention programmes (Barnard & Kelly, 1990). Moreover, an acknowledgement 
of parent training has increased over the years, yet relatively few clinicians have engaged 
in such training in spite of an increased awareness. 
An apparent reluctance of intervention professionals to include relationship-focused 
concepts into intervention practice may be related in part to limited training of 
professionals in this area (Mahoney et aI, 1998; Wyngaarden Krauss & Jacobs, 1990). 
Mahoney et al (1998) put forward three assumptions regarding possible concerns of 
professionals that present as barriers to relationship-focused intervention. 
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First, there has been debate about the generalisability offindingJ from studies of typically 
developing children to populations of children with disabilities. This concern relates to 
proposals regarding the need for qualitatively different parenting styles. Second, there is a 
fundamental incompatibility of findings between parent-child interaction literature and 
the cornerstone of traditional approaches. While parent-child interaction approaches 
I 
suggest that high responsiveness and moderate to low directiveness bring about effective 
interactions, traditional approaches emphasize directive, child-focused instruction. 
Accepting parent-child interaction concepts then requires professionals to retract from the 
traditional, directive teaching model. Third, the parent-child literature may well pose an 
I 
ethical dilemma to professionals committed to respecting diverJity and supporting family 
choice, in terms of the impact of relationship-focused procedures on cultural, religious, 
and individual values and beliefs about parenting or child-rearing (Mahoney et aI, 1998). 
Issues relating to culture and other contextual factors are presented in section 3.2 as they 
pertain to this study. 
The paucity of parent training could not be attributed to accountability or the lack of a 
scientific database. The literature is compelling in this regard. Simply put, programmes 
that involve parents produce greater gains than those programmes that do not (McDade & 
Varnedoe, 1987). In programmes that include hearing caregiv~rs of deaf children from a 
social interaction perspective, support and training in communication skills to caregivers 
of children who use sign language as a primary mode of communication, needs to be 
specific for use with deaf signing children. Moreover, support and training in sign 
language for these caregivers is necessary. 
Meadow, Greenberg, Erting & Carmichael (1981 in Connard & Kantor, 1988) assert that 
a hearing loss does not by itself preclude the development of positive parent-child 
interactions. Wood (1991) asserts that communication problems and the influence of 
I 
communication styles of hearing adults on deaf learners are not ,inevitable or 
unavoidable. Evidence suggests that intervention can affect caregiver-child interaction 
(Mac Turk et aI, 1993). 
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Severe to profound hearing loss, in most cases, presents fundamental communication 
difficulties between hearing and deaf people, that may only be overcome if both groups 
make a concerted effort to understand the culture and language of the other. If access to 
deaf children's own language and culture is restricted, language difficulties and problems 
of social identity and self-esteem will probably be impossible to avoid (Woodward, Allen 
& Schildroth, 1988). 
Even though hearing parents are a major linguistic influence to their deaf children, their 
native speech is inaccessible to the child and until they participate in intervention and the 
child is enrolled in an educational programme, tremendous communication problems will 
arise. Where the mode of sign is chosen by hearing parents of deaf children, either as a 
positive first choice or as a last resort, parents are likely to be under pressure to learn a 
new language in order to communicate with their child (Rudser, 1988). 
Early sign use by parents has been shown to promote young hearing-impaired children's 
language development (Watkins & Clark, 1988). Moeller and Luetke-Luetke-Stahlman 
(1990) argue that since parents provide the majority of input in their child's early years, 
intervention programmes must often focus on teaching parents a sign system. In 
agreement with Swisher and Thompson (1985), rather than mothers taking more sign 
classes, intensive programmes that are geared specifically towards helping mothers use 
sign language with young deaf children, should be devised. 
However, hearing parents of deaf children have traditionally had little or no instruction in 
the special needs of deaf children (Gaines, 1980 in Gaines & Halpern -Felsher, 1995). As 
noted by Swisher and Thompson (1985) signing training in the past has often been ill-
adapted to parents' needs and insufficient in quantity. Sign language classes typically 
emphasize the teaching of vocabulary, with minimal practice in encoding or decoding 
real communication. Moreover, in community sign classes, the vocabulary offered is 
usually inappropriate in terms of the language needed daily by mothers, and 
communication practice is unlikely to be related to children because of the diverse nature 




language classes for being typical for adult use rather than fot home/infant use. These 
authors stress the need to improve training in sign language for hearing parents. 
It may be argued that this nature of sign language training for parents contributes towards 
parents being generally unable to communicate on a comparable level with their child 
through sign language, if sign language is the primary medium of communication for the 
child. Conversely, Joseph and Alant (2000) present their findings on communication 
between South African, hearing mothers and their deaf children'who sign, which support 
the impression in the literature that signing children are generally unable to communicate 
within the family. Deaf children often exceed their hearing parents in sign language 
competence (see Takala, Kuusela & Takala, 2000). 
Parents are faced with learning a new language that is in a new linguistic modality, in 
order to communicate with their child. If parents choose sig~ language as the young 
, 
child's first language, these parents are still learning this lang~age at a period when the 
child is in the most crucial stages of acquisition. Bornstein, Saulnier and Hamilton (1980 
I 
in Newton, 1985) reported that parents do not advance significantly in their sign language 
skills much beyond a beginner's level of proficiency, even after three years of exposure 
and use. Similarly, Spencer (1996) states that the parents will not be fluent signers 
during the child's early years. Hence, the parents' ability to provide their child with a 
complete, fluently expressed language model tends to be limited. 
Improvements in parents' ability to sign have been documented (see Meyers & Bartee, 
i 
1992) but their learning rate often parallels that of the child, and as poor models for 
language development they may well lower the child's potential vocabulary level (e.g. 
Meyers & Bartee, 1992; Marschark, 1993 cited by Gaines & Halpern-Felsher, 1995). 
Moreover, Van der Lem (1987) highlights the considerable amount of time taken for 
hearing parents to become fluent in signing, if they ever do. As noted by Swisher and 
Thompson (1985), parents' skills are unlikely to improve without a major commitment of 
time and effort. 
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In sum, a large body of evidence highlights the need for hearing parents of young deaf 
children to foster language and communication behaviours that are appropriate for the 
child who has limited access to oral language by virtue of the severity of hearing 
impairment. In view of parents' critical role in child development, it has been proposed 
here that hearing parents require training in sign language that is suitable for use with 
young deaf children, as well as support and the enhancement of effective and responsive 
communicative interactions. In agreement with Swisher and Christie (1989), difficulty in 
communication between hearing parents and deaf children is not simply a matter of skill 
in manual communication. These authors urge that parents be made aware of their 
children's visual requirements and of ways in which their own behaviour may be 
hampering communication. 
2.2 Rehabilitation Services in a Developing Context 
In addition to addressing language and communication in intervention, one cannot 
disregard the context in which the caregiver-child dyad live. The South African 
government is undergoing reforms in health, education, welfare and other sectors so as to 
achieve better quality of the life of its citizens (Guthrie, 2000). A major challenge faced 
in intervention relates to the families of many deaf children experiencing socio-economic 
deprivation and having experienced educational discriminatory practices. The apartheid 
education system is largely accountable for the high degree of unemployment and 
poverty within non-White cultures (Graham-Brown, 1991). Furthermore, historical 
discriminatory practices in the educational system did little to develop the advanced 
linguistic and cognitive skills in the caregivers of disadvantaged communities (Ogilvy et 
aI, 2001). This history implies the disempowerment of those individuals adversely 
affected by the Apartheid regime. 
In communicative intervention with deaf children who have limited access to spoken 
language, the importance regarding language and communication development within a 
context of poverty needs to be addressed. The priority is more likely to be meeting basic 
needs rather than that of ensuring effective communication for the deaf child in his/her 
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family and community. Consequently, the influence of the broader context on child 
development cannot be disregarded in intervention. ! 
i 
The present study was carried out within a broader framework itt which the involvement 
i 
of the primary caregiver of the young Deaf child in his/her development was deemed to 
I 
be essential. A novelty of this study is the consideration of factors not only relating to the 
child's deafness, but also to culture and the socio-economic conJext within an ecological 
I 
perspective. Cultural factors relate to among others, the fJmily, family structure, 
I 
language, and interpretation of disability (see Crnic & Stormshak, 1997; Louw & 
Avenant, 2002; Loest, Britz & Pauw, 1997; Groce, 1999) while! socio-economic factors 
relate to among others, poverty, accessibility to services, and soJial support (see Guthrie 
& Sait, 2001; Zinkin & McConachie, 1995). An ecological framework in intervention is 
I 
further discussed in Chapter Four in terms of the developrpent, aims, nature and 
components of the programme presented in this study. 
2.2.1 Current Rehabi1itation Services in South Africa 
I 
Currently in South Africa, both government and non-government sectors are 
I 
implementing new strategies and programmes congruent with the transformation 
process in health and education and in the drive to address Ipast inequalities in the 
I 
availability of rehabilitation services for the majority of disabled people. However, few 
I 
I 
of these new initiatives and programmes are being evaluated formally (Department of 
Health, 2002). Much evaluation and monitoring of newly i~plemented programmes 
has been based on SUbjective procedures aimed at improving, ~Ianning, organizing and 
I 
implementing programmes (Mbengashe, 2002). The goal of monitoring and evaluation 
according to the Department of Health (2002) is twofold. FirstlY! to establish appropriate 
monitoring and evaluation procedures for all rehabilitation projbcts in all settings at all 
levels of healthcare, and secondly to ensure that the information obtained from such 
I 
procedures is used to develop appropriate, effective, su~tainable, cost-effective 
I 
rehabilitation services for all South Africans in need of such serVices. 
33 
Once a relatively rare event in human services, programme evaluation is now common 
(Jacobs, Kapuscik, Williams & Kates, 2000). There is considerable discussion in the 
literature and among professionals regarding the potential impact on parents and families, 
as a result of participation in early intervention programmes. The high visibility and 
popularity of these services has increased the demands for evaluations to determine 
programme effectiveness (Jacobs et aI, 2000). Jacobs et al (2000:3) define evaluation as 
"a set of systematically planned and executed activities designed to determine the merit 
of a program, intervention or policy, or to describe aspects of its operation." This broad 
definition includes those activities usually considered outcome or impact evaluation, as 
well as those generally viewed as process or implementation evaluation (Jacobs et aI, 
2000). 
In spite of government initiatives to date, no comprehensive intervention programmes 
exist for hearing caregivers and deaf signing children from traditionally disadvantaged 
communities in the Western Cape (Ogilvy, D., personal communication, December 
2003). Programmes are however provided for oral deaf children, but many severe-
profoundly deaf children from disadvantaged backgrounds are unlikely to succeed in oral 
programmes as a result of a lack of financial, educational and social support. 
Furthermore, there continues to be inadequate resources available for deaf children 
requiring education through sign language, and few opportunities for profoundly deaf 
children who display adequate cognitive ability to follow an academic stream of 
education. 
For socio-political reasons, it is questionable as to whether deaf children and their parents 
from disadvantaged communities have a real choice in terms of communication mode in 
view of poverty and economic constraints. These children need to use sign language as a 
primary mode of communication. However, just as hearing parents of deaf children who 
do not have a history of disadvantage face barriers in learning sign language, 
traditionally disadvantaged parents also face barriers. These barriers may however differ 
slightly. A history of disadvantage in a multilingual and multicultural South Africa 
implies that the inadequate signing proficiency of hearing parents may be attributed to 
socio-economic and geo-:political factors. These barriers may include inaccessibility to 
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the educational centre, transport difficulties, time constraints due to employment and 
family constraints, language barriers, lack of contact with a signing environment or with 
deaf adults, and lack of resources (Ogilvy et aI, 2001). 
In addition to socio-economic disadvantage of families of deaf children, a barrier for 
rehabilitation professionals in following a relationship-focused lapproach to intervention 
in the context of a developing country relates to inequalities in educational experiences. 
Studies have shown that the academic success of hearing and hyaring-impaired children 
correlates with the level of parental involvement in their child'~ education (Calderon et 
aI, 1998). In South Africa, inequalities in past educational: experiences have been 
identified as a barrier to effective collaboration and involvement of parents (Brown, 
2000). For those who experienced discrimination, like the caregivers involved in this 
study, low levels of education were attained and uncertainties regarding current 
educational practices exist (Brown, 2000). 
This history of Apartheid has resulted in these caregivers in general playing a minimal 
role in their children's educational lives. Because of the mother'~ educational history, she 
rejects herself as a worthy person and this affects the relationship with her child (Mehl, 
1991). Many of these parents are wary of getting involved in their children's education as 
they were disempowered and discouraged from being involved in or actually taking part 
in the management of their child. Moreover, many parents are 'further alienated in that 
they feel that their traditional culture is no longer of value to ,their children (Machet, 
2000). 
2.2.2 Some Suggestions for the Intervention Process in this Context 
Fitzgerald and Fischer (1987) proposed four service delivery components in an ecological 
framework of a family involvement model for hearing-impaired infants. These 
components include supportive counselling, information exchange, educational advocacy 
and team decision making, and facilitation of child communicative competence, while 
focusing on parents and significant others in the infants' lives. Similarly, the researcher 
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acknowledges the need for an ecological perspective in intervention and to incorporate 
components of support, information, educational advocacy, and language and 
communication in programmes for hearing parents and their deaf children, as indicated 
in Figure 2.1. However, the various factors that influence the caregiver-child dyad need 
to be acknowledged. It is believed that factors extend beyond the child's deafness, as 
indicated in Figure 2.1. The current desperate situation in terms of the context of 
rehabilitation services in post-apartheid South Africa and the cultural and socio-economic 
climate - as described in Chapters One and in this chapter - cannot be disregarded in the 
development, implementation and evaluation of rehabilitation services for traditionally 
disadvantaged people. In this context, the intervention programme needs to provide 
among others, forms of social support (e.g. through group intervention) and fInancial 
support (e.g. transport costs to access the service). 
Figure 2.1 on the following page illustrates the main issues involved in conceptual ising, 
implementing and evaluating the programme of this study. 
36 





Language and Educational 
communication advocacy 
Figure 2.1: Schematic Representation of the Ecological Perspective to 
Conceptualizing, Developing, Implementing and Evaluating the Commu nicative 
Interventi on ·Progra m me 
A holistic approach to intervention by means of an emphasis on the caregiver-child dyad 
within an ecological perspective is proposed. Unlike traditional approaches 10 
intervention, Ihis approach implicates a social model, as opposed to a medical model, of 
disability and a socio-cultural perspective on deafness in intervention, The critical 
importance of primary caregivers in early habilitation of their deaf children needs to be 
recognised in rehabilItation programmes. This may be achieved by adopting a (larent-
chi ld interaction approach to intervention. Moreover, a conversat ional model of 
language intervention that is oriented towards the child who is deaf and whose primary 
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means of communication is South African Sign Language is proposed. This approach 
involves the training of hearing caregivers to facilitate language acquisition and 
enhanced caregiver-child communicative interactions. This training incorporates the 
teaching of sign language, support in the use of intuitive communicative behaviours and 
training in less intuitive behaviours for use with the deaf child through the use of adult-
child interaction strategies required for use in functional exchanges in daily teaching and 
care giving environments. The caregiver-child dyad at the centre of the approach is 
believed to necessitate consideration of the broad context of factors that influence 
language and communication development. In addition, it is believed that fundamental to . 
the success of the intervention is that deaf signing adults are critical in all stages. 
The approach to intervention in a developing context such as that of South Africa needs 
to emphasize empowerment of the caregivers. This may be encouraged through 
programme components of support (e.g. counselling, financial), information exchange, 
educational advocacy, and facilitation. of effective caregiver-child communicative 
interactions using sign language, within group intervention. 
Of great importance in this empowerment perspective is collaboration between the 
caregivers, their deaf children and the comprehensive team involved in the provision of 
the programme, as well as the relationship of caregiver-child interaction to the 
effectiveness of the programme. In this regard, the context of collaboration is within a 
multilingual, multicultural society in which approaches to intervention need to be 
culturally and linguistically responsive to the recipients thereof. 
Cultural responsiveness refers to the extent to which an intervention programme is aware 
of and adapts to cultural differences among participants. The notion of cultural 
competence suggests that programmes develop their capacity to work effectively with 
participants of various cultural groups over time and that this should be an important 
programme goal. In general, culturally competent programmes are able to offer services 
in the native languages of participants (Jacobs et aI, 2000). In the conceptualization of 
this programme, the aim was to develop a culturally responsive programme. By means of 
acknowledging -the multicultural nature of the South African society and hence that 
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different cultural practices exist, the need for cultural competence became clear and is in 
fact one of the principles of the programme. I 
The researcher proposes the critical importance of providing programmes such as the one 
outlined above in order to embrace an ecological perspective in! a developing context and 
address socio-economic and cultural issues. 
Furthermore, the researcher agrees with Fitzgerald and Fisc,her (1987) that a future 
I 
challenge is to provide intervention specialists who have the:perspectives, knowledge 
and skills that are necessary to establish ecologically based family intervention models. 
In this regard within the South African context, Speech-language Therapists and 
Audiologists are likely to benefit from training, pre-service and even in-service 
experience in working effectively with family-related problems, in integrating language 
and communication objectives, and in developing a culturally appropriate perspective in 
service delivery. If rehabilitation services are to be comprehensive in nature, training 
I 
I 
implications need to include multidisciplinary collaboration. In agreement with Penn et al 
(in process), specialized educationalists and other professionals in contact with the deaf 
child and his/her parents need to be aware of the constitutional and educational rights of 
the deaf, and of the different language options and implications :thereof for the deaf child. 
In sum, this chapter has highlighted the need for a shift in approaches to intervention 
towards a social interaction perspective that incorporates caregiver-child interaction 
I 
and caregiver training. The context of rehabilitation in South Africa was outlined. It was 
highlighted that the child's language and communication development takes place in a 
context of among others, transformation in health and education, limited services and 
resources, poverty, and a history of disadvantage for those adversely affected by 
apartheid. An approach to intervention in this context was then proposed so as to 
indicate important issues that need to be considered in rehabilitation services for socio-
economically disadvantaged families. The following chapter focuses specifically on 
I 
communicative interaction with deaf children. . 
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CHAPTER THREE: 
COMMUNICATIVE INTERACTION OF HEARING CAREGIVER - DEAF 
CHILD DYADS, AND DEAF CAREGIVER - DEAF CHILD DYADS: THE NEED 
FOR INTERVENTION FOR HEARING - DEAF DYADS 
"It seems entirely possible that deaf children experience developmental and educational delays 
not because they lack a language of thought but because hearing people find it more difficult to 
pass on their knowledge, skill, and understanding to them because of problems of 
communication" (Wood, 1991 in Koester, 1992:366). 
A large body of research has focused on the nature of linguistic input to and interaction 
with children, particularly parent-child communicative interactions in normal and 
atypical/impaired language-learners (Snow, 1994). The focus in such research studies, 
where the child is either hearing or deaf, has underlined both the importance and the 
reciprocal nature of early parent-child interaction. According to Cross (1984) early 
parent-child interactions form a primal bond that is the foundation for relating to and 
communicating with others. Parents continue to playa primary role in the development 
of communicative ability throughout the pre-school and early elementary years. It is 
largely through interactive experiences in the home that children come to understand their 
world and have the language for mapping onto and extending concepts. Parents are thus 
viewed as successful language facilitators (Wolf Nelson, 1998). Hence, for speech-
language pathologists interested in the use of language, the unit of analysis has been the 
conversational dyad, usually of the parent and child aTld their interactive behaviours in a 
given context (Prutting & Kirchner, 1983 in Owens, 1999). 
This chapter serves to highlight the importance of interaction between hearing caregivers 
and their young deaf children, from the perspective of analysis and to a lesser extent 
intervention as a means of highlighting the need for communicative intervention. Rather 
than focusing solely upon negative aspects that generally result in communication 
breakdown, positive aspects and advantages of caregiver-child interactions are presented 
with a view to highlighting the importance of support in intuitive behaviours and training 
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in less intuitive behaviours. Hence, caregiver involvement inlterms of communicative 
transaction and interaction with the child is advocated in this chapter. 
i 
Lederberg and Prezbindowski (2000) point out three method~ that have been used to 
examine linguistic input and parent-child interaction where th:e child is deaf. First, the 
majority of research compares hearing mother-deaf child dId) dyads7 with hearing 
mother-hearing child (Hh) dyads. In this way, the impact of the child's deafness on the 
I 
parent-child interaction can be determined. Differences in dyadic functioning are seen as 
strengths or weaknesses, depending on whether or not they facilitate child development. 
As will be discussed in this chapter, some of the differences idJntified may be viewed as 
positive adaptations to the child's needs (e.g. increased visual communication), while 
, 
others may be seen as areas of concern (e.g. increase in control)l 
• I 
! 
Second, deaf mother-deaf child (Dd) dyads are included in some studies as a comparison 
I 
group in order to identify the impact of deafness and of ' the lack of a common 
communication system between parent and child on their interaction (Lederberg & 
I 
Prezbindowski, 2000). From an intervention perspective, and of importance in this study, 
the observation of interaction patterns in Dd dyads provides a model of the positive 
I 
adaptations possible when parents interact with their deaf children. In agreement with 
; 
Lederberg and Prezbindowski (2000) these studies may be ~seful in interpreting the 
strengths and weaknesses in Hd dyadic interaction. I 
Third, characteristics of Hd dyadic interaction have been related to outcome measures, 
I 
such as language level, in order to determine those aspect~ relating to a positive 
developmental outcome (Lederberg & Prezbindowski, 2000). I 
In agreement with Lederberg and Prezbindowski (2000), it is important to consider 
I 
positive aspects of interactions between hearing parents and tpeir deaf children rather 
than simply identifying those areas in which these dyads expetience problems. Indeed, 
! 
7 The abbreviations used in this chapter that refer to particular dyads apply t~ the primary caregiver, to the 
mother or to either parent of the deaf child. The children referred to in this study are those who have not yet 
reached primary schoollevel. I 
i , 
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communication breakdown is commonly reported in these dyadic interactions (see 
Koester, 1992; Wood, 1991; Spencer & Gutfreund, 1990). However, by focusing solely 
on problems that contribute towards breakdown, professionals working with these parents 
may become biased to focus on negative aspects of Hd interaction. The approach to 
investigating Hd interaction and to intervention in this study was to support the natural or 
intuitive competencies of hearing primary caregivers that may have been influenced by 
the child's deafness and resultant caregiver-child mismatch in their communication 
system. Furthermore, aspects of interaction that may need to be modified were to be 
identified, and the less intuitive communication behaviours that are effective in Dd 
dyadic interaction were to be identified and highlighted in intervention. 
Deaf mothers have the cultural knowledge regarding interaction with their deaf children. 
However, the majority of deaf children are born to hearing parents for whom the 
necessary adaptations in communicative settings may be just as foreign as a visual-
gestural form of communication. For these parents, especially those who decide to 
employ a visual-gestural system of communication with their child, many of the intuitive 
behaviours that relate to the use of spoken communication may have to be modified in 
order to shift to another modality. Similarly, these parents would need to learn less 
intuitive behaviours on a conscious level so that these can become automatic and natural 
components of the parents' interactive repertoire with their deaf child. These behaviours 
include for example, methods of gaining and maintaining attention primarily through the 
visual and tactile channels, and incorporating grammatical features into facial expressions 
(Wood, 1991). 
Koester, Papousek and Smith-Gray (2000 in Lederberg & Prezbindowski, 2000) suggest 
that much of early interaction between hearing parents and their deaf children is based on 
intuitive parenting which is a system that is mutually regulated by infant and parent. The 
parents attend to cues indicating that the infant is alert and ready to interact as well as 
parents using appropriate visual and vocal strategies to gain and maintain their infant's 
attention. However, the natural tendency of hearing parents to communicate effectively 
with their deaf children appears to become less effective as the child's communicative 
needs increase, and so the need for intervention arises. 
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In particular, habitual communication of hearing mothers is through a simultaneous 
visual-audi tory approach. According to Spencer and Gutfreund I (1990 in Jamieson, 1994) 
hearing mothers have been observed to continue using this approach with their deaf 
children in spite of the child's hearing loss. The need for intervention is hardly surprising 
I 
in view of for example, the difficulty of hearing parents to sHift from an auditory to a 
visual orientation (Brting, 1987, 1988 in Jamieson, 1994). In this regard, traditional 
approaches to intervention have emphasized methods (what) rather than processes (how) 
of communication (Jamieson, 1994). 
Since children are not born knowing the conventions of con~ersation, but learn them 
through interactions with their primary caregiver/s, it is very necessary that caregivers 
encourage this development in their children (Swisher & Christie, 1989). Section 3.1 
I 
below addresses aspects of interacting with a deaf child that require hearing caregivers to 
shift their orientation in communication from that which they are accustomed. 
Comparisons are therefore made between Hd and Dd dyadic I interaction. A review of 
research studies that examined input of hearing parents to deaf children and Hd 
interaction is also presented in order to highlight some critical areas that need to be 
I 
addressed in intervention while simultaneously looking 'at the possible factors 
contributing to differences between Hd and Hh dyads. 
3.1 NATURE AND QUALITY OF INPUT TO AND INTERACTION WITH 
DEAF CHILDREN 
3.1.1 Input and Interaction in Hearing-Deaf Dyads 
Meyers and Bartee (1992) point out that deaf children are often unable to participate in 
I 
the institution that has the responsibility for teaching the skills for living in society - the 
family. According to Joseph and Alant (2000: 16) impoverished communication between 
signing children and their hearing parents is highlighted in "thei difficulties, isolation and 
bewilderment that deaf children experience in situations that are considered normal in 
everyday life". Such reports provide evidence that these children are unable to access 
I 
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information that encourages their understanding of events around them, and share their 
feelings and thoughts with those closest to them, invariably being parents and siblings 
(Lane, Hoffmeister & Bahan, 1996 in Joseph & Alant, 2000). Emotional frustrations of 
deaf children and their parents that relate to the impoverished communication interaction 
are commonly reported (see Joseph & Alant, 2000). 
Probably the most difficult problems that deaf children of hearing parents must face are 
the acquisition of language (Strong, 1988) and a lack of functional communication 
(Fitzgerald & Kames, 1987). Language development is influenced by several factors, 
including the quality of the language input the child receives from his/her parents and 
significant others in the first few years of life. A great deal of impedance in language 
development is present in the Hd dyad, which may be attributed to implications of 
profound deafness. 
Language delays and deficiencies continue to be reported for children with hearing loss 
who have hearing parents (e.g. Hadadian & Rose, 1991; Spencer, 1993). These children's 
difficulties are usually explained by reference to the iinpoverished language model 
received by these children compared to those who are hearing (Spencer, 1993). 
Language is learned by normally developing children as they interact communicatively 
with adult models who use that language. This model language must therefore include 
evidence of all aspects of the linguistic system. If not, it is difficult for the child to 
incorporate them in his/her own developing system (Newton, 1985). Deaf children born 
to hearing parents are not always given the linguistic opportunities given to deaf children 
of deaf parents, and are forced to learn to communicate via Oral English, pantomime or 
non-native signs (Power, Wood, Wood & MacDougall, 1990). Sign language instruction 
for the deaf child frequently only starts when the hearing impairment is detected or even 
later when the child enters formal education where signing is the primary medium of 
instruction (Magnuson, 2000). 
In the absence of an appropriate language model, Calderon et al (1998) note that 
regardless of the educational approach taken, deaf children are often at risk for the 
delayed development of language, critical thinking and poor academic performance. In 
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contrast, deaf children of deaf parents develop language at the same rate as hearing 
children of hearing parents. Deaf parents participate as language facilitators and provide 
appropriate language models for their children to develop language. This indicates the 
fundamental role that caregivers play in the development of their child's language. 
Hence, it is essential that hearing caregivers of severe-profoundly deaf children who use 
sign language as a primary mode of communication, learn sign Ilanguage so that the child 
experiences adult-child communication. 
Reportedly, deaf children's reduced exposure to the linguistic hIodel may occur for two 
reasons. Firstly, access to oral language is limited by the severity of hearing impairment. 
Secondly, hearing adults may modify and/or reduce the natur~ of their language when 
I 
communicating with deaf children O~ewton, 1985). 
Hearing parents of deaf children naturally have strong desires for the child to speak and 
understand spoken language (Syder, 1992). The observed substantial reductions in speech 
complexity by mothers of deaf children may inhibit the child's language and 
communicative development. That is, the maternal speech adjustments are so extreme 
that they no longer provide a language environment conducive to the deaf child's 
linguistic development (Power et aI, 1990). Furthermore, there is some evidence that 
hearing mothers produce less language, regardless of the mOd6 of communication, with 
children with hearing loss, compared to those with normal hearing (Spencer, 1993). 
I 
With regard to the reason for adults altering the nature of their 'language, Newton (1985) 
proposed that adults may wish to accommodate to their perception of the child's 
communication needs. Unique accommodations may be explaired as adaptive responses 
to a deviant rather than immature language user. Moreover, adults may view themselves 
as teachers of language form rather than as sharers of information. An additional factor 
that often leads adults to modify their language may be attributed to efforts to incorporate 
sign language. Parents have been found to simplify their language input, consistent with 
their level of signing skill. However, when parents consistently reduce the complexity of 
I 
their input, the child is exposed to a language model that lacks fichness (Newton, 1985). 
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This evidence suggests that deaf children of hearing parents suffer greatly from a lack of 
language input that is of a good enough quality to facilitate cognitive or academic 
proficiency in language (Strong, 1988). The following aspects relating to input and 
interaction highlight the importance of considering a channel of communication, other 
than the auditory channel, that is appropriate for the deaf child who has limited access to 
oral language. In this way, some differences are highlighted in Hd and Dd 
communication. 
A great deal of impedance is present in the Hd dyad in that the caregiver is likely to 
employ an auditory rather than a visual orientation in communication. These caregivers 
are typically not accustomed to communicating via the visual channel that has remained 
intact for the deaf child (Swisher & Christie, 1989). In comparison to hearing, vision is 
directional in that visual reception typically requires the individual to focus directly on 
the communication partner delivering the message and/or on the referent. This visual 
orientation implies that the caregiver is to become aware of the child's visual attention, to 
regularly monitor what is being taken in, and to adjust his/her communication 
accordingly (Swisher & Christie, 1989). 
A further issue that is common in the literature on Hd interaction that relates to the 
channel of communication used, is the phenomenon of 'divided attention' (Lederberg, 
1993; Rushmer, 1994; Wood, 1991). Hearing parents are accustomed to being able to 
make use of two channels of communication (Swisher & Christie, 1989). 
Since auditory information for many hearing-impaired children is insufficient or absent, 
their hearing parents cannot depend upon sound to establish joint attention and 
reciprocity (Rushmer, 1994). Difficulties arise in situations in which the conversation 
concerns something in the environment (Swisher & Christie, 1989). 'Divided attention' 
refers to the fact that deaf people have to shift their visual attention from the environment 
to the communicator in order to receive the communication message (Lederberg, 1993). 
Consequently, when playing with toys and interacting with others, deaf children need to 
divide their attention in a sequential manner between the toys and their partners' 
communication. If something is said or signed to the child, s/he must look away from the 
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object to what is being communicated. Wood (1989 in Spencer, 1996) asserts therefore 
that deaf children process linguistic and non-linguistic information sequentially. This 
situation contrasts that for hearing children who can visually attend to the environment 
I 
while simultaneously hearing speech and thereby process information simultaneously. 
It follows then, that allocation of attention to the verbal message and the referent, which 
I 
is habitually simultaneous for the hearing parent, needs to be made more sequential for 
the child. In this way, both environmental and linguistic information is received. This 
however, is likely to influence the timing and rhythm of discourse to which the parent is 
I 
accustomed (Swisher & Christie, 1989). 
Observation of such situations reveals frequent dislocations !Of mutual understanding 
(Wood, 1991). For example, the hearing adult may start to communicate before s/he has 
secured the attention of the child. Some adults, in trying to minimize such problems, may 
try to force or direct the child's attention. Yet, this leaves the ~hild with the problem of 
solving the intentional meaning of what the adult is doing (Wood, 1991). Lederberg 
(1993) asserts that unless deaf children coordinate their attention with their partners' 
communication, they will communicate and interact less than h~aring children. 
The second effect of the problem of divided attention is that it causes adults to be less 
responsive to deaf children's focus of attention. Adults may support the development of 
divided attention by attracting attention to themselves at appropriate times during the 
child's play, and communicating only when the child's attention has shifted to the adult. 
Wood (1989 in Lederberg, 1993) proposed that hearing adults try to shift deaf children's 
attention to themselves at inappropriate times, rather than following the flow of the 
children's attention. The consequence is a reversal of contingency where the mother of 
, 
the deaf child forces her child to follow her lead, as opposed to!the mother following the 
lead of the child, as is usually the case with hearing children. Unlike for deaf parents, 
hearing parents would need to learn this skill since it is not a part of their normal 
I 
communication system (Lederberg, 1993). 
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The foregoing issues that relate to communication channel differences indicate the 
possibility of communication breakdowns such as when the child fails to respond. Of 
great importance in terms of language input, the child may be missing parts of the 
caregiver's signed input on a frequent basis. As noted by Swisher and Christie (1989), 
mothers of young deaf children need to make some changes in their natural means of 
establishing joint attention in order to accommodate the child's visual-linguistic needs. 
The parent needs to "develop a new set of awareness and interactional sensitivities, 
changing communicative habits, which are long-standing and unconscious" in order to 
communicate visually (Swisher & Christie, 1989:37). 
In addition to the different communication channels used by hearing and deaf individuals, 
gesture and language for hearing people are in different modes that can be produced 
simultaneously, whereas for the deaf they are in the same mode and must be produced 
sequentially (Swisher & Christie, 1989). 
Signed languages of deaf communities are visual-gestural languages, where gesture is a 
generic term referring to body movement (Baker-Shenk, 1985). Like spoken languages, 
sign language is complex and infinitely creative. It has a formal structure, is systematic 
and rule-governed (Penn, 1993; Brennan, 1992). This system of communication can thus 
provide the deaf child with a ready means of communication that s/he can use to test 
his/her developing language ability with his/her parents and significant others. 
Moreover, the child can modify according to the feedback received. In contrast, in the 
case of oral input only, language input is limited to the words that the child is able to 
recognise on the lips, and output is restricted to the words that s/he has learned to 
pronounce intelligibly (Brasel & Quigley, 1977). 
As already mentioned, deaf children's language delays, unlike those of most other groups 
of children with disabilities, usually occur because of a lack of access to a language 
model (Spencer, 1996). Most of the hearing parents of deaf children have little 
knowledge about deafness before their child's diagnosis and are unfamiliar with sign 
language in any form (Emmorey & Reilly, 1995). According to Meyers and Bartee 
(1992), these children and their parents usually have no system of communication in the 
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home other than primitive iconic signs, resulting in an environment almost devoid of 
meaningful communication. As presented in Chapter One however, one cannot dismiss 
I 
the numerous difficulties experienced by hearing parents in learning a new language such 
as sign language, as well as the challenges faced within developing countries. 
I 
Prior to a discussion on interaction between deaf parents and their deaf children, some 
differences relating to the communication style of caregivers bf deaf children that may 
give rise to overt communication breakdown, will be presented. These differences 
concern the frequently studied dimensions of maternal or pa~ental behaviour, namely 
directiveness and contingency. 
• Control and Directiveness 
According to Wood (1991:249) one of the mam problemsl hearing people face in 
communication with deaf children, regardless of communication mode, is "too much 
control". 
The overly-controlling, highly directive behaviours of hearing caregivers of hearing-
I 
impaired children in comparison to the behaviours of caregivers of hearing children, is a 
common topic in the literature. A highly directive caregivc::rr tends to use language 
I 
primarily to control the child's attention and behaviour, rather than using language as a 
reciprocal, communicative, and informational exchange (Conti-Ramsden, 1994). 
I 
Meadow, Greenberg, Erting & Carmichael (1981 in Spencer &, Gutfreund, 1990 and in 
Koester, 1992 and in Musselman & Churchill, 1991) found that hearing mothers of deaf 
children give more directive and controlling communications ihan is the case in either 
deaf mother-deaf child or hearing mother-hearing child dyads. Lederberg and 
Prezbindowski (2000) point out however, that directiveness has traditionally been studied 
by examining the characteristics of maternal communication/language rather than overall 
interaction style. The last decade has brought with it a realizatidn among researchers that 
maternal directiveness or control is not a unitary dimension. 
According to Guralnick and Neville (1997 in Weitzman, 1997), the issues of parental 
control and warmth are consistently reported in the links madei between positive versus 
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negative child outcomes in various areas of development. Higher levels of social 
competence have been linked to positive displays of parental affect and reciprocally, 
lower levels of competence have been linked to negative parental affect as well as to 
overly controlling parental style. 
Similarly, parental attunement or mis-attunement appears to be the process that shapes 
the child's feelings of emotional connectedness and which influences the child's ability to 
establish positive relationships (Goleman, 1995 in Weitzman, 1997). An attuned parent 
communicates to hislher child the sense that the child's emotions are understood and are 
met with empathy, acceptance, and are reciprocated. With regard to both typically 
developing and at-risk children, positive interaction during the first few years of life tend 
to be linked with better subsequent intellectual and language abilities (Barnard, 1997 in 
Weitzman, 1997). 
Yet, hearing mothers of deaf children have been described as more didactic, dominant, 
intrusive, and less flexible, permissive and approving, than mothers of hearing children 
(Newton, 1985; Greenberg, 1980a). These hearing parents use more frequent imperatives 
and directives, fewer questions (particularly Wh-questions), ask for fewer suggestions, 
use less complex syntax and less language showing solidarity and agreement (Newton, 
1985; Hyde, Elias & Power, 1981 in Power et ai, 1990). 
When people interact with someone whose responses appear limited (e.g. mentally 
handicapped children and the hearing-impaired) a common conversational strategy seems 
to be to use more directive language (White & White, 1984). It has been suggested for 
example by Anderson (1979 in White & White, 1984) and by Conti-Ramsden (1994) that 
the heightened use of imperatives and of certain question forms is aimed at eliciting turn 
taking to increase interaction levels. In fact, this explanation would account for the 
decrease in use of imperatives in the 'normal' developmental literature, in which 
imperatives are seen to decrease as the children show increasing language ability (e.g. 
Cross & Johnson-Morris, 1980 in White & White, 1984). This effect has also been found 
with mothers of hearing-impaired children with better communication skills (Wood, 1982 
in White & White, 1984). 
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Koester (1992) agrees that the apparent dominance in hearing mother-deaf child pairs 
stems from the mothers' concerns about maintaining interactitm. Furthermore, Koester 
(1992) asserts that the hearing parents feel the need to provide their deaf children with 
adequate stimulation. Duchan (1989) considers the child in relation to the adult's 
communication style and asserts that a caregivers' conversational versus directive style is 
related to the child's responsiveness. This indicates that adults may be directive in an 
I 
effort to engage reticent children in interaction. Further support for this engagement goal 
as a reason to be directive comes from studies in both hearing and deaf literature of adult 
I 
use of attention-getting devices (e.g. Ninio & Bruner, 1978 in
l 
Duchan, 1989; White & 
White, 1984). 
A tendency toward directiveness may then be viewed as an adaptive response to a 
situation in which language and communication abilities are li~ited. It follows then that 
the possible reasons for the adult's use of directiveness need to be examined prior to a 
conclusion that directiveness is counterproductive to language learning and successful 
I 
interaction (Duchan, 1989). 
Even though some researchers have proposed that deafness causes an increase in control 
techniques, others suggest that the dimension of control needs to be examined in terms of 
types of control (Lederberg, 1993). Along with the realization among researchers that 
directiveness or control is not a unitary dimension, comes a realization that some types of 
control may have a positive impact on development while others may have a negative 
I 
impact (Lederberg & Prezbindowski, 2000). Tannock (1988 in Lederberg, 1993) 
proposed three types of adult control, each with different cause~ and effects on children's 
development. These include topic, tum taking and response coAtrol types. Topic control 
refers to the adult's tendency to initiate and maintain their own topics rather than those 
based on the child's interest and ongoing activity. Tum taking1control- also referred to 
as maternal dominance - occurs when the adult dominates the interaction by taking more 
frequent and lengthy turns than those of the child. Response c~ntrol refers to the use of 
questions and commands to elicit responses from the child. 
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Of these three types of control, significant findings exist only for turn taking control. 
That is, deafness clearly increases maternal turn taking control. In particular, mothers of 
deaf children consistently have been shown to use more behavioural directives than do 
mothers of same-age hearing children (e.g. White & White, 1984; Power et aI, 1990). 
This increase in the use of directives seems to result from deaf children's language delay 
(Lederberg, 1993). 
Similarly , Conti-Ramsden (1994) strongly suggests the use of a functional definition of 
directives. According to this author, directiveness and control have been interpreted in a 
negative light in the literature. The way that the directiveness is defined is very 
important. It is proposed that it be defined in terms of the role that the directives play in 
discourse. For example, the question "Can you pass me the car?" can, in the context of a 
caregiver addressing his/her child and extending his/her hand, function as an indirect 
request rather than as a choice question. Such refinements in analysis allow for the 
identification of characteristics that may help versus hinder the child's communicative 
development (Conti-Ramsden, 1994). 
Furthermore, one needs to appreciate the reciprocal nature of social communication and 
cannot dismiss the language proficiency of the child. That is, both caregiver and child 
have an influence on one another in their interactions - caregiver behaviours influence the 
child's language development and child behaviours influence caregiver's style (Moeller 
& Luetke-Stahlman, 1990). It should thus be the goal of interventionists to include both 
caregiver and child in the intervention process in order to promote rich and satisfYing 
dyadic communicative interactions. 
• Contingency 
The reciprocity and consequences of parent-child interactions is an important subject of 
inquiry in child development research. Several researchers have reported that infants 
learn a number of communicative rules during the first year of life at which time there are 
some reciprocal effects between communication ability and infant obedience. The 
dynamics of this interactive behaviour are affected when the child is born with a severe 
auditory impairment (Hadadian & Rose, 1991). 
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In addition to a directive style adopted by hearing caregivers of deaf children, lessened 
contingency between behaviours of mothers and infants (e.g. Nienhuys & Pattison, 1986 
in Spencer & Gutfreund, 1990) as well as decreased positive a'ffect and social play (e.g. 
Nienhuys & Tikotin, 1983 in Koester, 1992) have been reported. 
I 
Caregiver sensitivity in the form of positive emotion, contingent responsiveness and 
stimulation has been found to correlate positively with indices of cognitive competence 
(Rea et aI, 1988). The focus in research studies, on caregiver~child interactions, where 
the child is either hearing or deaf, has underlined both the importance and the reciprocal 
I 
nature of early caregiver-child interaction. 
Parent-child interaction literature suggests that effective interactions are characterized by 
high responsiveness, and moderate to low directiveness (MahOney et aI, 1998). A large 
body of research shows that there are positive effects of semantic contingency and 
negative effects of parental directiveness on normallanguage' learning children (Conti-
Ramsden, 1994). In particular, many studies have found a positive correlation between 
I 
the various measures of semantic contingency in caregiver speech to children and the 
children's rate of language development. Language acquisitipn is facilitated by adult 
utterances that are on the same topic as the child's utterances, and continue and expand 
upon the point made by the child (Cross, 1984). A negative correlation has been found 
between measures of directiveness (e.g. commands, requests, instructions) and rate of 
language learning (Lieven, 1984). Language acquisition is imp1eded by a high frequency 
of adult utterances that change the topic or that do not relate to the child's focus of 
I 
attention, ongoing activity or previous utterance. Thus the children of caregivers with a 
highly directive style typically develop speech/language in a delayed manner since the 
caregivers frequently shift the child's attention or activity (Snow, Midkiff-Borunda, 
Small & Proctor, 1984). 
I 
The effects of contingency versus those of a highly directive style, are such that a child-
centred interaction style is beneficial in language learning. AI?- adult who for example, 
expands a child's utterance allows the child to determine that which is talked about and 
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how, while a more directive style will tend to reflect the adult's concerns more than those 
of the child (Lieven, 1984). 
Adults therefore need to provide many expansions and semantic extensions of the child's 
utterances. In so doing, the adult utterances are both easier to understand and more 
interesting since they are closely tied in topic to the child's own previous utterance (Snow 
et aI, 1984). Caregiver utterances that immediately follow the child's utterances, provide 
the child with "a great deal of highly salient syntactic and semantic information within a 
narrowly focused conversational frame" (Lieven, 1984: 115). According to Snow et al 
(1984:74), semantic contingency is "not an exclusive route to language but it is a very 
strong and reliable facilitator of language development for those children who have 
access to it." 
With regard to mode of communication, since most deaf children are born to hearing 
parents, manual communication would not normally be used in their homes (Gregory & 
Barlow, 1989; Wood, 1991). Musselman and Churchill (1991) assume that 
communication mode would have a direct effect on maternal control. Similarly, Rea et al 
(1988) believe that the communication mode employed by mothers of deaf children can 
determine whether the interactions will be positive or negative. They report findings 
suggesting that use of sign language results in more positive interactions. 
Gregory and Barlow (1989) assert that the problem for deaf children of hearing parents 
can be seen, not in terms of the limited input of (sign andlor spoken) language that they 
experience, but with respect to the difficulty they have in establishing pre-linguistic skills 
that are necessary for later language development. It is proposed here that intervention 
cannot simply address sign language training for hearing caregivers. Rather, caregivers 
require sign language training in addition to support regarding intuitive parenting 
behaviours, and training in less intuitive communication behaviours that are more 
intuitive for deaf parents who are native signers. 
In agreement with Lederberg and Prezbindowski (2000), hearing parents of deaf children 
that participate in intervention, need to be informed that intuitive parenting can support 
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the typical growth in many areas of development. In this way, iparents are empowered to 
face the challenge oflearning less intuitive ways of creating a language-rich environment 
for their children. Some of the less intuitive behaviours havb already been addressed, 
including aspects of attention and the use of the visual channel. These and other 
, 
communicative behaviours are highlighted in interactions between deaf parents and their 
deaf children who sign. 
3.1.2 Input and Interaction in Deaf-Deaf Dyads 
A small but conceptually important proportion of the population of deaf children « 1 0%) 
comprises those with deaf parents, most of whom use sign language (Spencer, 1996). A 
great deal of research has been carried out on Dd dyads, particularly on the sign language 
acquisition of these deaf children and on communicative inte~actions in Dd dyads (see 
Meadow, 1980; Bellugi, 1988; Newport & Supalla, 1998; Gregory & Barlow, 1989). 
I 
In contrast to the problems facing Hd dyads in communicative interaction, interactions 
between deaf parents and their deaf children are generally positive (Gregory & Barlow, 
1989; Erting, Prezioso & Hynes, 1987). These positive ihteractions illustrate the 
importance of the use ofDd dyads as teaching or, rather role models. As noted by Erting 
(1988), deaf children need deaf adult role models. Several researchers have 
acknowledged that the study of characteristics of Dd interactions, has important 
I 
implications for understanding the development of young deaf children and for how 
intervention may be structured so that models to assist hearing parents may be devised 
(see Koester, 1992; Henderson & Hendershott, 1991). 
According to Henderson and Hendershott (1991) the participat~on of deaf adults as well 
as their perspectives and insights, are crucial in terms of the sociological implications of 
poor communicative interaction on families comprising a deaf phild. Similarly, Van der 
Lem (1987) recommends that deaf people engage themselves in early intervention 
programmes and in schools for the deaf. 
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Gregory and Barlow (1989) assert that one can learn a great deal from deaf mothers as to 
how to establish good communication with deaf children. Erting, Prezioso and Hynes 
(1990: 106 in Koester, 1992) assert that deaf mothers have the cultural knowledge about 
how to interact with their infants in different environments. Moreover, during the first 
few months of life, deaf infants who have deaf signing parents are "acquiring the 
necessary foundation for further language socialization through interaction that is 
structured according to the requirements of a visual-gestural language" . 
Similarly, Gregory and Barlow (1989) argue that deaf mothers seem to be better than 
hearing mothers at establishing pre-linguistic skills such as those of joint reference, role 
reversal, and turn-taking, that are necessary for language acquisition and development. 
Deaf mothers seem to establish better communication even in the book reading situation. 
Gregory and Barlow (1989) conclude that deaf mothers are better at facilitating the 
mutually contingent activities that are prerequisites of language development. 
Spencer et al (in press in Koester, 1992) noted that Dd dyads have been shown to display 
highly responsive and contingent interaction patterns. Koester (1992) points out 
however, that this is usually achieved by means of strategies that are not commonly 
observed among hearing parents of deaf children. For example, the parent follows the 
child's lead as a means of synchronizing gaze (Swisher, 1991). Unlike the case in 
hearing-hearing interaction, gaze functions as a channel for receiving information and as 
a signal in turn-taking in deaf-deaf interaction (Swisher, 1991). A further example is that 
of deaf mothers using certain AG strategies more frequently than hearing mothers, such 
as tapping or waving, or exaggerating their signs (Prendergast, 1992, 1994 in Prendergast 
& McCollum, 1996). 
Research shows that deaf mothers who are native signers make modifications in their 
signing that seem analogous to the prosodic characteristics used by hearing mothers in 
'motherese'. For example, infant-directed signing contains signs that are larger, slower 
and repeated more frequently than adult-directed signing (Erting, Prezioso & Hynes, 
1994 in Lederberg, 2002). These prosodic modifications serve an attention-getting 
purpose (Masataka, 2000 in Lederberg, 2002). Additional strategies used by deaf mothers 
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that make language more visually accessible seem unique to sign language. These include 
for example, moving a sign's location (on the child or in the child's line of vision), 
waving, or moving objects near the mother's face (Lederberg, 2002). Hearing mothers of 
deaf infants have been observed making these modifications ibut at a lower frequency 
compared to deaf mothers (Jamieson, 1994). 
I 
Lederberg (2002) therefore asserts that while hearing mothers may intuitively make 
appropriate structural changes to their language addressed to their deaf children, 
important prosodic modifications may not be intuitive. This may well explain why 
I 
language is not as visually accessible to deaf children of hearing parents as it is to deaf 
children of deaf parents (Harris, 2001 and Lederberg & Everhart, 1998 in Lederberg, 
2002). 
In terms of eye gaze, Erting et al (1990 in Koester, 1992) state that sign language 
communication by a deaf adult to an infant is similar to vocal baby talk in that it is 
I 
simplified and more repetitious. Yet, it is also more influenced by the partner's eye gaze 
direction than is sign communication among deaf adults. From a communicative point of 
view, an important difference between vision and hearing iis that "visual reception 
requires a directional focus, whereas hearing does not" (Swisher, 1991: 111). A 
sequential visual approach to communication is imperative for deaf people using sign 
language yet most deaf children are born into hearing families who have no orientation 
towards visual communication and its requirements (Swisher, 1991). 
Finally, numerous gains for the deaf child of deaf parents vJho use sign language for 
communication have been documented (see Magnuson, 2000; Watkins, Pittman & 
Walden, 1998). A large number of studies have compared developmental differences 
between deaf children of deaf parents and deaf children of hdaring parents and pointed 
out positive outcomes for the former (see Henderson & Hendershott, 1991; Hadadian & 
Rose, 1991). Differences in achievement may be attributed primarily to parental 
acceptance of deafness and of the child, as well as early and ~onsistent use of a natural 
language such as sign language (Quigley & Paul, 1994 in Takala et aI, 2000). Positive 




cognition, social and academic skills (e.g. Meadow, 1980, Zweibel, 1987 in Prendergast 
& McCollum, 1996), have resulted in the study of the characteristics of interactions in 
deaf-deaf dyads (Prendergast & McCollum, 1996). 
Clearly, there are a great number of possible difficulties in communication facing 
hearing caregivers and their young deaf children. The frequency and nature of these 
difficulties as well as issues relating to intuitiveness of communication behaviours 
highlight the dire need for intervention for both the caregivers and their children. In sum, 
this chapter has described pertinent aspects contributing towards an apparent 
impoverished language model for deaf children of hearing caregivers and 
communication breakdown between these caregivers and their children. It was 
established that rather than focusing upon these negative aspects, it is important to 
support the natural or intuitive communicative competencies of caregivers in terms of 
their role in communicative transaction and interaction, and to address less intuitive 
behaviours that are necessary for use with profoundly deaf children. Deaf parent-deaf 





This chapter presents the aims of the study, methodological design, subject selection , 
I 
criteria and description of subjects of this study. In addition, aspects of the development, 
I 
implementation and evaluation of the communicative intervention programme are 
presented and the methods of data collection, treatment ahd analysis employed in 
I evaluating the programme are described. 




The primary aim of this study was to determine the effectiJness of a communicative 
intervention programme for hearing caregivers and young d~af children who use sign 
language as their primary mode of communication. This programme was designed to 
empower hearing caregivers of young deaf children and· to enhance the dyadic 
. .. . E ' f h . I 1 . fi 11 commUnIcatIve mteractIOn. mpowerment 0 t e careglVeFs re ates specl lca y to 
I 
I 
communicative interactions with their deaf children and confiqence in making decisions 
regarding the development of their children. 
More specifically, the aims of the study were as follows: 
a) To determine the effectiveness of a communicative! intervention programme 
I 
within a developing context using an ecological framework. The programme was 
developed for and implemented with caregiver-child dyads from socio-
I 
economically disadvantaged communities. In addition tb the child's deafness, the 
diversity of language and culture for, as well as the inflbences of socio-economic 
I 
factors on, traditionally disadvantaged population grou~s were considered. 
i 
b) To determine programme effectiveness by means oflmultiPle measures in an 
evaluation process. , 
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4.2 RESEARCH DESIGN 
A short-term longitudinal, before-and-after group design was employed in the 
implementation and evaluation of the intervention programme. Individual caregiver-
child dyads participated in group, as opposed to individual, intervention. The 
programme was implemented in 12 weekly five-hour sessions, constituting 60 hours of 
intervention over a three-month period. The research design was that of a simple 
before-and-after study. 
The evaluative research design was of an observational nature in a within-subjects8 
investigation. Observational studies appear to be the most common type of methodology 
employed in investigations involving dyadic interactions (see Connard & Kantor, 1988; 
Gaines & Halpern-Felsher, 1995; Smith~Gray & Koester, 1995). Observations were 
made of caregiver-child interactions during play and storytelling and recorded on 
videotape before and after the institution of the programme. The same caregiver-child 
dyads were exposed to this programme. These before-and-after observations were 
compared. The group of dyads was its own control. 
A within-subjects design was employed because firstly, the same dyads were employed 
over time. Moreover, the communicative interaction between each particular dyad was of 
focus rather than similarities or differences across different dyads. Secondly, a within-
subjects design was necessary in order to investigate changes in communicative 
behaviours over time. 
The design employed for the before-after comparison regarding communicative 
transaction and interaction may be classified as quasi-experimental in that pre- and post-
intervention data was collected for the subjects receiving the experimental treatment but a 
control group was not employed (McLean & Cripe, 1997). Careful attention to the 
8 The tenn 'subjects' is used in this study in a general sense primarily as it relates to a quasi-experimental 
design. Specific reference is made to the caregiver-child dyad, to the caregivers, or children as is necessary. 
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possibility of confounding is necessary when interpreting i the results of a quasi-
experiment (Abramson, 1998). 
Quasi-experiments, that do not fully satisfy the criteria ofa sound experiment, are usually 
performed because a better design is not feasible (AbramsoJ, 1998). An attempt was 
made to employ a control group. However, the primary reasons for the absence of 
I 
control-group comparisons in this study was that of ethical jiustification regarding the 
temporary denial of intervention to those in need once a programme had been introduced, 
and of randomization. 
With regard to temporary denial of intervention, Henneken~ and Buring (1987), for 
I 
reasons of both ethics and feasibility, assert that there must be isufficient doubt about the 
intervention under investigation to allow withholding it from sUbjects. As highlighted by 
I 
Hennekens and Buring (1987:180), "therapies known to be ~eneficial...should not be 
withheld from any affected individual". Similarly, Bricker and
i 
Sheehan (1981 in Seitz & 
Provence, 1990) argue that programmes cannot ethically withh~ld educational or medical 
services from children in need of assistance if resources are available for such 
intervention. A central problem however, in evaluating programmes for disabled 
children, whether they are child- or family- focused, is the extr~me difficulty in obtaining 
I 
I 
control groups. Ethical problems arise in the creation of coptrol groups of un-served 
parents with disabled children (Seitz & Provence, 1990). Limitations of early intervention 
programmes relating to experimental rigour, sample sizes and/or design, and outcome 
measurement, are difficult to resolve in view of practical and ethical expectations to 
provide a service that is perceived as needed if not essentil1 (Simeonsson & Bailey, 
I 
1991). 
With regard to randomization, even random assignment to different intervention groups 
was challenging in view of the lack or rather the absence o( formal local intervention 
I 
programmes for hearing caregivers and their young de~f children from socio-
economically disadvantaged communities. 
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Use of a sufficiently large sample constituting the experimental group that could enable 
the in-depth nature and scope of the treatment and analysis of communication and sign 
language data in this study, was felt to be adequate for the purposes of this study. One 
group of subjects allows the researcher to make more measurements, identify more 
information, and delve more deeply into the activities relating to implementation of the 
programme (Fitz-Gibbon & Morris, 1987). Consequently, the evaluator implementing 
such a design should concentrate on describing the programme - outlining in detail the 
materials, activities, and other aspects. These can then be related to the theoretical base 
underlying the programme - the rationale for the means by which the programme was 
supposed to achieve its objectives (Fitz-Gibbon & Morris, 1987). 
In spite of these reasons for the absence of a control group, the researcher acknowledges 
that one of the greatest dilemmas for those evaluating early intervention programmes is 
how to measure programme effects in the absence of research designs that randomize or 
rigorously select control groups. Documenting and analyzing change is a difficult task in 
that causal inferences are not readily apparent. Children and families naturally change 
over time, and numerous influences can bring about the change. Such influences include 
for example, environmental, biological, and support services influences (Hauser-Cram, 
1990). It is necessary then to distinguish the effects of the intervention from the changes 
that would have occurred regardless of the intervention. According to Rossi and Freeman 
(1993) before-and-after designs usually cannot differentiate between the effects of 
extraneous factors and the effects of the intervention, namely net outcomes. 
Consequently, estimates of the intervention's net effects as opposed to the overall or 
gross effects are obscure. 
Effects of the intervention, of extraneous factors, and of the research design, contribute 
towards overall outcome. Rossi and Freeman (1993) discuss various possible extraneous 
confounding factors that may influence the behaviour or conditions at which the 
programme being evaluated is directed. Applicable to this study, are the extraneous 
factors of subject selection and endogenous change within clients and in the programme's 
social and historical context. 
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With regard to subject selection, assessment of the programme's real effect is believed 
not to be complicated by participant selection in that the participants included caregivers 
of deaf children referred to a centre for hearing-impaired and deaf children within a 
tertiary institution. Attrition in programme participation resulted in the exclusion of data. 
A small number of dyads did not complete the programmel primarily due to factors 
I 
relating to poverty, seeking employment, and family responsibilities in a disadvantaged 
socio-economic context. 
Endogenous change refers to effects as a result of social programmes that are carried out 
in environments in which ordinary or 'natural' sequencesi of events influence the 
I 
outcomes of interest (Rossi & Freeman, 1993). Possible chang'es in caregiver use of sign 
language were to be expected in the case of those children who were exposed to sign 
language in an educational setting during the intervention. Children older than three years 
of age were to be enrolled in a pre-school for deaf signing children during the course of 
the programme as part of educational advocacy. It was surmised that,as a result, these 
I 
I 
caregivers may have obtained sign language and communication skills in ways that did 
not involve the programme. This issue is mentioned in Chapter Six regarding thematic 
analysis in the evaluation process. 
Maturational trends were considered a further possible endogenous change influencing 
the outcome. The natural development in child language ldrning and adult learning 
! 
cannot be disregarded in evaluation. In view of the short-term nature of the programme, 
any effect of maturation would have far less of an impact ,than that of a long-term 
intervention programme. Moreover, an effect was minimised since the focus was on the 
training9 of caregivers in a parent-child interaction approach, as opposed to a child-
centred approach. 
It follows that in before-and-after designs any identified effects cannot be attributed with 
9 The term 'parent training' for the purposes of this study is intended in an educational and supportive 
approach to intervention in which parents are acknowledged as critical members of the intervention team. 
This term is used interchangeably with 'communicative intervention pro~amme'. The caregivers in this 
study referred to the programme as 'parent training' (see also Chapter Six). ! 
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certainty to the particular programme, making generalization of findings from one 
programme to another risky. However, careful evaluations can produce valuable data on 
effectiveness for individual programmes to consider (Jacobs et aI, 2000). A challenge lies 
in providing statistical evidence that improvements shown for participants are due to the 
intervention itself. Yet data collected in before -and-after studies can strongly support the 
assumption that observed changes from pre- to post- intervention were due to the 
intervention and not to other, uncontrolled factors (McLean & Cripe, 1997). This is 
believed to be the case in this study. Moreover, threats to validity that surface in less 
rigorous studies, can be minimized through the programme staff s application of their 
knowledge of the context and the history of the programme (Jacobs et aI, 2000). 
Both descriptive and inferential statistical procedures were employed in determining the 
effectiveness of the programme on the basis of communicative transaction and interaction 
data. Valuable data on effectiveness was sought in that descriptive data was deemed 
critical in order to gain insight into the richness of the wide range of language and 
communication parameters demonstrated by the caregivers with their children. Hence, the 
quantitative data were analysed qualitatively. Furthermore, a broader perspective on 
intervention necessitated a broader perspective on evaluation. Therefore, in addition to a 
comparison of before-after changes in communicative transaction and interaction, the 
components of the programme and views of the caregivers relevant to the programme 
were examined by means of qualitative analysis of responses in an evaluation 
questionnaire and focus group interviews conducted post-intervention. In this way, 
qualitative data contributed towards evidence of change as a result of the intervention. 
Coulson, Goldstein and Ntuli (1998) point out the usefulness of qualitative research in an 
investigation of people's opinions, perceptions and experiences. Qualitative research 
methods enable the researcher to study selected issues in depth and detail (Patton, 1990). 
Qualitative inquiry designs cannot be completely specified in advance, but rather unfold 
as the investigation runs its course (Patton, 1990). In this study, design flexibility allowed 
for exploration of factors arising for possible inquiry. As noted by Katzenellenbogen, 
Joubert and Yach (1991), there is also space in this type of research structure to explore 
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new information. The particu1ar methods used in order to obtain the necessary 
information a110wed the researcher to gain access to the I respondents' views and 
! 
experiences expressed in their own words (Minichie110, Aroni, Timewe11 & A1exander, 
1990). 
I 
Evident1y, this study constituted both qua1itative and quantitative research methods as 
; 
part of an eva1uative research design. From a theoretica1 and phi10sophica1 persective, the 
research spans both the constructivist-interpretive and positivist/post-positivist research 
I 
paradigms. The traditiona1 positivist and post-positivist paradigms provide the backdrop 
I 
against which other research paradigms and perspectives operate. The positivist/post-
positivist traditions in the physica1 and socia1 sciences take on a re1ative1y rationa1 view 
of the socia1 world. Research method010gies assume an objectivist epistem010gy. 
Experimenta1 and quasi-experimenta1 designs predominate. Vlriab1es are measured and 
ana1ysed quantitative1y. The research inquiry thus takes on a v~rificationa1 approach and 
there is an emphasis on re1iabi1ity, va1idity, prediction, contro1 and a bui1ding b10ck 
approach to know1edge. Within the constructivist-interpretive piaradigm, the research tries 
I 
to understand the socia1 world as it is from the perspective of~he participants, hence an 
I 
interest in sUbjective worldviews. Research methods typic'a11y inc1ude face-to-face 
interactions such as interviews and observation, and an emphasis is on description of the 
subjective worldviews. Traditiona1 positivist criteria of re1iabi
l
1ity, interna1 and externa1 
va1idity are rep1aced by such terms as trustworthiness (Denzin & Linc01n, 2005; Rossman 
& Ra11is, 2003). 
4.3 SUBJECTS 
4.3.1 Sample size 
Sixteen hearing caregivers and their Deaf chi1dren participatediin this study. A review of 
the research in this fie1d of intervention revea1ed that samp1e sizes have ranged from 




Control group subjects were not employed in this investigation of 16-multiple case 
studies in which an introspective examination was carried out for each dyad as well as 
across the group. In the main, ethical considerations could not allow for the control group 
subjects to be placed on a waiting list for the intervention, as discussed in section 4.2. 
Moreover, in light of the introspective approach taken in this study, difficulty in the 
identification of caregiver-child dyads that met the subject selection criteria was 
compounded by the need to match each caregiver and child within each dyad of the 
experimental with those of a control group. It was imperative however, that variables of 
both the caregiver and the child were to be matched in order to control extraneous 
variables. Variables of caregivers could not be matched primarily because of the limited 
number of potential control subjects. Child variables to be matched included the child's 
age, age of onset (pre-lingual) of hearing loss, severity of loss and use of amplification. 
4.3.2 Subject Selection Criteria 
The following criteria were applied in the process of subject selection: 
4.3.2.1 Caregivers 
(a) The caregivers were required to be primary caregivers of congenitally or pre-
lingually deaf children of a severe-profound degree. For purposes of this study, 
'primary caregiver' was defined as the person who is primarily responsible for the 
care and nurturing of the child (MusselWhite & St Louis, 1982). According to 
Callister and Podmore (1995), there are a variety of definitions of primary 
care giving and the term primary caregiver appears to be increasingly used when 
discussing people other than the child's mother who are primarily responsible for 




The caregivers were to be members of a socio-ecobomically disadvantaged 
I 
community. Indicators of a disadvantaged community included primarily a 
! 
context of poverty characterised by unemployment, nathre of housing, household 
income and education level. This population has traditionally been under-served 
and service delivery to children who have hearing loss remains problematic 
(Louw & Avenant, 2002). 
(c) In this study, the caregivers were required to have had 1'\0 previous exposure to an 
intervention programme that focuses upon communication and sign language for 
use with the deaf child. 
(d) The caregivers were required to have normal hearing acuity. 
(e) The caregivers were to have no known neurological disorder, visual impaihnent 









The children were required to have been congenitally or pre-lingually deaf with a 
maximum onset age of two years. According to Swisher (1984) loss of hearing 
before two years of age is the conventional cut-off for 'pre-lingual deafness'. 
Boothroyd (1993) has defined pre-lingual deafness as falling into two categories, 
namely congenital and early (birth to one year) and late;(one to three years). 
Profound deafness acquired before basic spoken language skills are established-
pre-lingual deafness - has far more severe consequences than deafness acquired 
after the establishment of these skills - postlingual deafness (Boothroyd, 1993). 
In fact, it has been strongly suggested that pre-lingually and postlingually 
deafened children be viewed audiologically and linguistically as two distinctly 
different groups (Vernon & Alles, 1994). 
67 
(b) Degree of hearing loss: Children were required to have a bilateral, severe-
profound hearing loss (that is, greater than 80dBHL). Paul (2001) suggests that 
children in the profound audiological category are the only ones who should 
receive the label 'deaf in that they receive a fragmented, incomplete auditory 
message or no message at all, with or without amplification. The majority of these 
children rely on some form of signing in order to receive and express information 
(Paul, 2001). 
(c) The children were required to be between the ages of one and five years at the 
start of the investigation. The use of the above-mentioned stipulated age range 
was determined for several reasons. 
The first five years are critical years in a child's acquisition of language and 
communication (McLean & Cripe, 1997). The critical or language formative years 
for language development appear to be those between birth and five years 
(McNeill, 1966 in Brasel & Quigly, 1977; Gathercole, Willis, Emslie & Baddeley, 
1992 in Hansson, Forsberg, Lofqvist, Maki-Torkko & Sahlen, 2004). In fact, 
Boshner and Albertini (1988) assert that age strongly influences the acquisition of 
language. The effects of age have been explained in terms of a critical period for 
primary language acquisition that extends approximately from two to nearly 
fifteen years of age (Lenneberg, 1967 and Curtiss, 1977 in Boshner & Albertini, 
1988). The stipulated age range is appropriate in terms of the language and 
communication parameters under investigation in this study, and it takes into 
consideration the need to serve children older than three years of age in terms of 
the traditional interpretation of early intervention. 
(d) The children were to have no known neurological or behavioural disorder. This 
characteristic would influence the acquisition of sign language. 
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(e) The children were to have no visual impairment or any (physical) handicapping 
condition of the upper extremities. These characteristic$ are likely to influence the 
use of sign language. 
(f) The children were to be participating in formal interv~ntion on communication 
and sign language with their caregivers for the first timJ. 
I 
I 
(g) The children were to have no record of attendance at;a school for deaf signing 
children prior to participating in the programme. This wevious school attendance 
would introduce extraneous factors to the outcome of the intervention. 




The target population ofthis study comprised young severe-prOfoundly deaf children and 
their hearing caregivers who were referred to a diagnostic and rehabilitation centre for 
hearing-impaired and deaf children within a tertiary hospItal setting. The services 
provided by this particular centre are available to children you1ger than 18 years of age. 
4.3.4 Subject Description 
i 
I 
An initial interview was conducted with each primary careg,ver in which information 
pertaining to subject selection criteria was obtained. 
I 
An interview questionnaire was designed III order to obtain the information. The 
questionnaire was compiled primarily on the basis of an: interview developed by 
Bernstein and Barta (1988) for their survey on parents and professionals regarding 
intervention programmes for parents of hearing-impaired children. In addition, certain 
questions were adapted from interview and questionnaire schequles applied previously in 
the field of hearing impairment and interactions between cbnversational dyads (e.g. 
I 
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Sullivan, Vernon & Scanlan, 1987; Ritter-Brinton & Stewart, 1992). Finally, guidelines 
on questionnaire design were followed (e.g. Joubert & Katzenellenbogen, 1997). 
Open-, closed- and partially closed- ended questions were employed in a semi-structured 
interview. Six closed-ended questions relating to socio-economic status were presented to 
caregivers during the interview. An extract from the questionnaire that includes the 
socio-economic status questions is presented in Appendix 1. 
Face-to-face interviews were conducted in each of the caregivers' home languages, prior 
to the intervention programme. The researcher, who is bilingual in English and 
Afrikaans, conducted all interviews with the first-language English and Afrikaans 
speakers. An English-isiXhosa interpreter assisted with the first-language isiXhosa-
speaking caregivers. Caregivers were interviewed in a quiet room at the site intended for 
the implementation of the programme. 
The interviews were audio tape-recorded to allow for a natural discussion and more 
accurate data recording and analysis. 
4.3.4.1 The Caregivers 
F or the purposes of this study, the 16 caregivers will hereafter be referred to as C 1, C2, 
C3 and so forth, to refer specifically to the caregivers rather than the dyads. Caregiver 
socio-demographic information is outlined in Appendix 2. 
As can be seen in Appendix 2, the ages of the caregivers range from 18 years to 55 years, 
with a mean age of 31.8 years. The large age range is due to two of the caregivers being 
the grandmother as opposed to the mother of the child. All but one of the caregivers was 
a member of the Deaf child's family. This caregiver was a friend of the child's mother 
who was a single parent living away from her child for the purposes of employment. 
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Cl to C9 were Black isiXhosa caregivers while ClO to C16 were Coloured English 
and/or Afrikaans caregivers. All caregivers reported the use df speech and gesture such 
as pointing with their children. In addition, ClO, C12 and C15 were (according to their 
reports) making use of a home-made signed system with their children at the 
commencement of the study. 
Particular information collected in the initial interviews indicated a context of poverty 
and socio-economic disadvantage. The caregivers and their children were members of a 
disadvantaged community in terms of socio-economic sta~s, racial affiliation, and 
cultural factors relating to a post-Apartheid South Africa. Thelprimary indicators of low 
• I 
socio-economic status included unemployment, housmg, i household income and 
education level. The majority of the caregivers were unemployed. Of the three caregivers 
who were not unemployed, one was a domestic worker, one earned an income for caring 
for the Deaf child, and one was a student nurse earning income as part of her training. 
Unemployment clearly contributed to the overall low monthly: income per household, as 
indicated in Appendix 2, in the South African monetary currency of the Rand. This 
income comprises in certain cases, the income of employed family members and/or 
money received through a particular social support grant. Thi~ income may be regarded 
as barely at a subsistence level. 
In addition, the caregivers and their Deaf children were living in a variety of dwellings 
including those owned by other family members, those provided by the council, and 
informal dwellings in an informal/squatter settlement. Caregivers indicated the number 
of persons and the number of rooms within the dwelling, for ~he purposes of the socio-
I 
economic questions asked during the initial interview. As indicated in Appendix 2, the 
number of people living in each dwelling ranged from tJree to twenty people. A 
crowding index was not calculated in view of the contrastink nature of the rooms per 
I 
dwelling and sleeping locations. Abramson (1990) refers to a crowding index calculated 
as the mean number of persons per room in a housing unit. This author cautions however, 
regarding the nature of the rooms excluded (e.g. toilet, and kit~hen). 
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The caregivers attained education levels between Grades 5 and 1210 inclusive. The level 
of education of the caregivers in this study is an important variable, particularly as an 
indicator of socio-economic status. Several researchers agree that caregiver's educational 
level is an important factor in this field of research and parent education has often been 
used as an indicator of the socio-economic level of the families (e.g. Rea et aI, 1988; 
Kluwin & Gaustad, 1991). 
Socio-economic variables, including education level and unemployment, relate to levels 
of empowerment. Education provides the individual with the opportunity to gain 
knowledge and develop an ability to reason and think critically. Haralambos and 
Holborn (1991) state that education involves the acquisition of knowledge and the 
learning of skills. Furthermore, education usually encourages the shaping of beliefs and 
moral values. It is the opinion of the researcher that caregivers who have attained a low 
level of education may not see themselves as having the knowledge to make assertive 
decisions in their child's intervention process. Decision-making and responsibilities such 
as learning a new language, namely sign language, may well present as threats to the 
confidence of the caregivers. 
Indeed, employment as a sole factor cannot determine levels of empowerment. 
Employment may however influence the individual's level of empowerment. Fagin and 
Little (1984 in Haralambos & Holborn, 1991) argue that employment provides one with a 
sense of identity of who one is and what one's role is in society. Consequently, the 
majority of caregivers in this study, being unemployed, may be less empowered than 
others who are employed. Michelson (1998) found that both education and employment 
were related to empowerment in her efficacy study on training programmes for caregivers 
of hearing-impaired and deaf children in the Western Cape. 
10 In South Africa, primary education extends over seven years. It consists of the following school classes: 
Grade I and 2 and Standards I to 5 (now called Grades 3 to 7). Secondary education follows on primary 
education, extending over another five-year period. It consists of Standards 6 to 9 and Standard 10 or 
matriculation (now called Grades 8 to 12) (Statistics South Africa, 1998). 
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4.3.4.2 The Children 
I 
Biographical and clinical information for the children participating in this study is 
I 
presented in Appendix 3. This information was collected ftom caregivers during the 
initial interview as well as from the children's diagnostic recor~s. 
As can be seen in Appendix 3 nine boys and seven girls participated in the study. Ages at 
commencement of the study ranged from 13 months to 4.11 tears, the mean age being 
3.18 years. Rather than adhering to the traditional interpret~tion of early intervention 
being offered to children younger than 3 years of age, thd age-range of this study 
I 
included 4-year old children. The primary reason is the lack of services for those 
historically disadvantaged people, including the dyads of this study. The presence of 
I 
profound deafness is confounded by the context of socio-edonomic disadvantage for 
I 
Black and Coloured people in post-Apartheid South Africa ~Louw & A venant, 2002). 
Once again it is important to point out that Black and Colouied South African families 
I 
including a deaf child are not only affected by the child's deafness and the implications 
thereof. These caregiver-child dyads and their families are adv~rsely affected by the lack 
i 
of services - appropriate services - and by their social and economic disadvantage. 
Inclusion of children older than four years of age would nece~sitate a particular content 
, 
and nature of intervention that meets the needs of caregivers o~ children of varying ages. 
An additional factor in the inclusion of children older than three years of age is that 
formal primary schooling begins at six years of age in South Africa, indicating that 
I 
formal educational intervention may only commence at this relatively late stage. 
, 
Moreover, the concern is whether the deaf child from a disad,vantaged community will 
attend a school for deaf children. 
Caregivers reported the child's age at which a possible hearing problem was initially 
I 
detected, except for one of the two grandmothers (namely, C13) who became the child's 
I 
primary caregiver when the child was 2 years of age, and the c:aregiver not related to the 
, 




time lapsing between initial detection and initial diagnosis of deafness of up to one year. 
The primary reason for a delay in formal diagnosis was that of poor access to appropriate 
health services. Similarly, a delay between diagnosis and formal intervention is indicated 
for some of the children, in Appendix 3. A delay between detection and formal 
intervention often implies that language development for hearing-impaired and deaf 
children is remedial in nature (Goppold, 1988). 
The children did not receive adequate benefit from amplification and their primary mode 
of communication at the start of the study was gesture. 
4.3.5 Caregiver Consent 
Prior to the commencement of this study, the Research Ethics Committee of the 
University of Cape Town passed the research proposal as one that proposes an ethical 
study. 
Verbal consent from all caregivers with regard to participation in the parent-training 
programme and evaluation thereof was obtained prior to data collection and the 
implementation of the programme. The purpose of the study and the procedures (e.g. 
videotaping, interviewing, training in sign language and communication strategies) to be 
undertaken were fully explained to the caregivers prior to their giving of consent. In 
addition, verbal consent was obtained prior to any data collection and programme 
implementation and later confirmed regarding the use of photographs of caregiver-child 
interaction from a research perspective. Anonymity was guaranteed. 
Informants in qualitative studies must be provided with sufficient background regarding 
the research project (Krueger, 1994) and voluntary consent of all informants is absolutely 
essential in social research (Dooley, 1995). Prior to administering the evaluation 
questionnaire and conducting the focus group interviews, the purpose of the questions 
asked and of resultant discussions, as well as the procedures to be undertaken were fully 
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explained to all infonnants. In this way, the caregivers were aware of the broader 
implications of the questionnaire and the focus group interviews. 
Participation confidentiality was explained and ensured by the ~esearcher and programme 
personnel prior to the caregivers giving their consent (Swartz, 1998). The participants of 
each focus group were familiar with one another through attendance at the parent-training 
I 
programme, as well as familiar with their group facilitator through the service delivery 
process with the Deaf child. In view of participant familiarity, confidentiality was 
requested but cannot be guaranteed in focus group interviews (Patton, 1990). 
i 
Furthennore, the dissemination of the findings was discussed with all infonnants and 
consent was obtained. This includes the use of video data and photographs. 
4.4 Development, Implementation and Evaluation of the Communicative 
Intervention Programme 
4.4.1 Programme Development and Implentation 
The goals and objectives of the communicative intervention programme, principles, 
nature, components, delivery process and content of the programme are presented in 
Appendix 4. This section of 4.4.1 serves to outline some o(these aspects involved in 
programme development and implementation. 
The goals and objectives of the intervention programme embrace an ecological 
perspective. The focus of the programme was on the development of pre-linguistic 
communication skills, language facilitation, the acquisition a~d use of sign language of 
the caregivers, provision of support, infonnation sharing and educational advocacy. In 
addition to the child's deafness, the diversity of language and culture for, as well as the 
influences of socio-economic factors on, traditionally disadva,ntaged population groups 
were considered. In line with a broader ecological perspective, the principles believed to 
favour successful intervention with caregivers and their children in a developing context 
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include caregiver-child interaction; competence of a comprehensive team; cultural 
competence; consideration of the social and environmental context; a working 
partnership; involvement of Deaf adults; empowennent; continuity of care; and 
development of appropriate resource materials. 
A naturalistic approach to intervention that followed a conversational model was applied 
in this study. A naturalistic approach recognises that children learn language, and hence 
communication skills, through naturally occurring interactions with their caregivers 
(Rossetti, 1996). The programme was typically delivered over a three-month period 
constituting 12 weekly group sessions of five-hour duration. The content included the 
teaching of sign language and reflected a conversational model of langage intervention. 
The content allowed for a short-tenn intervention for caregivers who had no previous 
exposure to fonnal communicative intervention. A certain amount of flexibility was 
necessary in implementing the programme in order to follow the specific needs of the 
different groups of caregiver-child dyads. 
4.4.2 Programme Evaluation 
The lack of meaningful communication between hearing caregivers and their young deaf 
children who have had no previous exposure to fonnal intervention has been well 
documented and highlighted in this study. Moreover, intervention that focuses on 
caregiver involvement and training has proved to be particularly beneficial in bringing 
about positive change in caregiver-child communicative interactions. The communicative 
intervention programme is one such intervention. In addition, this programme 
acknowledged the importance of child development by means of an emphasis on 
interactive qualities that research suggests are associated with child development, and by 
taking on an ecological perspective looking at the broader context. The extent of the 
benefit derived from caregiver-child dyadic participation in the programme was to be 
detennined by means of an evaluation process. 
The type of the evaluation used in an evaluation process is detennined by the purposes 
for undertaking the evaluation, the questions to be answered, particular research methods 
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used, and programme characteristics being assessed. Most prqgrammes will, and should, 
involve both process and outcome evaluation activities (Jacob~ et ai, 2000). In this study, 
i 




Outcome evaluation provides evidence of the benefits, or: absence of benefits, of a 
programme. Information relating to input (i.e. various elements of the programme), to 
process (i.e. implementation), and to outcome (i.e. effects on participants) was collected. 
Data are reported with a view towards the importance of generalisability of the 
I 
programme, should the findings be positive. This type of eyaluation is referred to as 
'need-based' in that it produces information that responds to social needs (Hauser-Cram, 
i 
1990). The programme was evaluated internally in its local· context rather than at the 
level of broad systematic change in human services. 
I 
The purpose of the evaluation was to determine an estimate of the effect of the 
intervention programme. Such estimates cannot be made with certainty but rather with 
varying degrees of plausibility that are determined by the degree of rigour employed in 
the research design (Rossi & Freeman, 1993). Some areas of effect that are frequently 
described in the literature in the field of early intervention, it;lclude the development of 
positive parent-child interactions; reduction of parenting stress; and strengthening of 
I 
I 
parental and familial social support networks (Krauss & Jacobs, 1990). 
A 'good' outcome is one in which the aims of intervention ha~e been achieved (Johnson, 
1997). The outcome evaluation was to determine whether, an~ to what extent, the desired 
programme goals and objectives had been attained. In thIs way, the effects of the 
programme could be ascertained (i.e. effectiveness). The evaluation would also elicit 
I 
feedback from the caregivers regarding their satisfaction with the service. Finally, the 
yielding of information on the process and outcome of the programme was believed to be 
useful for interested stakeholders, including the programme: co-ordinator and staff, the 
II Some evaluators distinguish between outcomes - viewed as short-term results - and impacts - which are 
viewed as long-term effects of programmes (Jacobs et aI, 2000). This study focuses on the short-term 
outcome and so the term of 'outcome' will be used as it applies to this study. 
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deaf children and their families, service providers and educational bodies involved in the 
management of childhood deafness. 
Any evaluation process involves numerous stages. Ethical considerations are important at 
all stages from the outset during initial planning through to the dissemination of the 
findings (Posavac & Carey, 1997). Posavac and Carey (1997) combined the material 
based upon statements of ethical conducts in research and the descriptions of good 
programme evaluations, because they believe that ethics in evaluation means greater 
respect for research projects and honesty with data and money. Evaluators have the 
responsibility to provide clear, useful, and accurate information to stakeholders, and to 
seek ways to improve services for people. Ethics within the human services setting are 
complicated in that findings are of immediate relevance to organisations and clients. 
Poorly conducted evaluations have for example, influenced service provision to people in 
need and disrupted staff services (Posavac & Carey, 1997). 
Numerous ethical principles were adhered to throughout this study, some of which were 
adapted from those employed by the American Evaluation Association (Posavac & 
Carey, 1997). Table 4.1 lists the various principles applied. Note that the researcher was 








Table 4.1: Ethical Principles applied in Tis study 
i 
The researcher/evaluator conducted a systematic and bbservational inquiry into 
I 
the particular aspects to be evaluated I 
The researcher obtained consent from the caregivers pr1ior to their participation 
The researcher ensured the honesty and integrity of thel entire evaluation process 
The researcher respected the security, dignity and self-worth of the programme 
participants I 
The researcher acknowledged and articulated the diversity of interests and values 
I 
likely to be related to the family and community. I 
DATA COLLECTION 
I 
In order to address the aims of this study and obtain a represen~ative sample of caregiver-
child interaction, the analysis of interaction during play and ~torytelling was employed 
prior to and post-intervention. Collection of data prior to land following the dyads' 
exposure to the intervention allowed for an analysis of idlentifYing the presence or 
absence of change in communicative transaction and interacJion and for examining the 
I 
nature of any change identified. 
In order to validate the results of this study further, caregivers were presented with an 
! 
evaluation questionnaire individually and they were required to participate in focus group 
interviews at the close of the study. Hence, the comparativ~ video data and the post-
I 
intervention evaluation questionnaire and focus group intervifw data served to examine 
the effectiveness of the programme. Figure 4.1 illustrates thd stages of the collection of 
I 
data that constituted the evaluative research design employed in this study. A description 
of the principles, tasks, materials and procedures employed lin the collection of video 




o Pre-intervention - Assessment of communication and sign language parameters (Video) 
Programme implementation over 12-week period 
o Post-intervention - Assessment of communication and sign language parameters (Video) 
- Individual evaluation questionnaire 
- Focus group interviews 
Figure 4.1: Stages of Data Collection 
4.5.1 Principles underlying task selection and administration in the collection of 
video-taped dyadic interaction data 
In general, there are many influences that create, restrain and limit communication, and 
these influences need to be carefully considered within the clinical context (Smith & 
Leinonen, 1992). The following principles were adopted in the task selection and 
administration process of video data collection. 
• Dyadic interaction 
The present study constitutes an in-depth evaluation of the reciprocal and dynamic 
interactions between caregiver and child. The primary focus of analysis was on the 
communicative contributions of each caregiver at an individual and at the dyadic level, 
over the duration of the time period of the intervention. Two levels of analysis were 
employed, namely one of communicative functions and aspects, and the other Of the 
social interaction process. The former concerns the communicative functions and aspects 
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employed by the caregivers (e.g. labelling) while the latter! concerns the caregivers' 
communicative functions and aspects in terms of the interacti~n between caregiver and 
child (e.g. expansion). 
• Naturalistic approach 
A naturalistic approach was central in the selection and admiriistration of tasks for data 
collection. Appendix 4 indicates that this approach was em~loyed in the intervention 
process as a whole, with its basis being formed by an ecological perspective. 
! 
: 
A naturalistic approach recognises that children learn language, and hence 
, 
communication skills, through naturally occurring interactiFns with their caregivers 
(Conti-Ramsden, 1993). Similarly, Owens (1999) asserts that tlata should be collected in 
! 
natural settings where the child is communicating with natural communication partners 
such as parents, teachers and peers. 
Consequently, the present investigation of caregiver-child communicative interaction 
involved purposeful activities in realistic, meaningful dy~dic contexts rather than 
interventionist-directed procedures such as test-like situatio~s. No formal assessment 
tools or high degrees of structure were employed. 
I 
Standardised tools of assessment may fail to describe the abi1~ty of an individual as s/he 
I 
communicates in real-life contexts, in a functional way (Sohlberg & Mateer, 1989; in 
I 
Owens, 1999). In order to minimize this possibility, and taking into consideration the 
paucity of sign language assessment tools (Fox, 1999) as well ~s their potential influence 
in terms of cultural factors (Bernstein, 1989 in Owens, 1999)~ a formal assessment tool 
was not employed in this study. 
• Context 
The context in which communication takes place is reported t~ shape the event (Smith & 
I 
Leinonen, 1992). Few investigators have addressed the possible effects of context on 
i 




of a familiar conversational partner and age-appropriate, motivating activities were 
believed to contribute to a natural context. This included storytelling, play, 
conversational, and physical contexts. 
A rationale for one of the tasks being that of storytelling is that it typically encourages 
rich communication. Bakker-Rennes and Hoefnagel-Hohle (1974 in O'Brien & Nagle, 
1987) found mothers' speech to their children to be of greater complexity III non-
caregiving contexts, particularly reading, than in caretaking situations. 
The present study created play contexts by means of the provision of a set of toys. 
Clearly, this situation differs from that of free play. Child-directed language has been 
found to comprise a greater and more complex variety of linguistic structures in play 
episodes with a certain degree of structure as opposed to free play episodes Golinkoff & 
Ames, 1979 in O'Brien & Nagle, 1987). 
The researcher acknowledged the socio-economic disadvantage of the caregivers and 
children in this study. Such disadvantage implies limited resources such as toys and 
books. The set of toys available for the interactions in this study primarily included those 
that represent highly familiar objects (e.g. eating and drinking utensils, cars) and people 
(e.g. mother and baby). In addition to limited resources, the researcher considered two 
primary factors that may influence the storytelling interactions. Firstly, inequalities of 
past educational practices may have limited the caregivers' exposure to books. Secondly, 
differing traditional practices relating to storytelling may apply to the caregivers in this 
study. The researcher was to be mindful of these possibilities. 
With regard to conversational context, the use of a familiar, consistent communication 
partner for each child aimed to create a natural context thereby allowing representative 
sampling of the interaction process. Furthermore, creation of a meaningful context (Roth 
& Spekman, 1984) is important for analysis of the parent's functional use oflanguage. 
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Finally, with regard to physical context, the caregiver-child fyads were observed and 
videotaped in a room at a centre for deaf children within a tertiary hospital setting. This 
environment was familiar to both caregivers and children. 
• Representative sample 
The present study aimed to examine caregiver-child inte~actions during play and 
storytelling that were as natural and thus as representati+ as possible. The three 
principles outlined above aimed to ensure that a representatire sample for each of the 
sixteen dyads was obtained. Such a sample would minimize the need for repeated video 
recordings in order to ensure a reliable sample. I 
An additional factor believed to contribute to a representative sample of interactive 
I 
behaviour was inclusion of a 'warm-up' period prior to video recording of the interaction. 
This period is discussed below in section 4.5.3.1 (1) on durati+ 0 f interaction. 
I 
4.5.2 Tasks and Materials for Collection of Data on Dyadic Interaction 
I 
4.5.2.1 Play and Toys 
• Play 
Play has been viewed as a vital and predominant activity of childhood (Segal, 1983). 
Several advantages of play, including language, communica~ion, social and emotional 
benefits, have been highlighted in the literature. Routine intelactions such as play have 
I 
been found to be important in language acquisition and development (Cole & St. Clair-
Stokes, 1984b). Play is extremely important for deaf childrenl, as it is for other children, 
in terms of their social and emotional development (COrneliusl& Hornett, 1990). Several 
researchers assert that communicative competence must be IJarned within the course of 
everyday care-giving and play transactions between child and caregiver. 
With particular reference to play and interaction, analYSiSI of videos of interactions 
between mothers and infants has provided insights into fornil/s of interactive play, and 
I 
researchers have shown that interactive play has a crucial role in ongoing development 
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(Nind & Hewett, 1994). In agreement with Friel-Patti and Lougeay-Mottinger (1985), an 
intervention strategy that stresses the importance of preserving an interactive 
environment and natural consequences for facilitating language learning, must consider 
the role of play in children's learning. For further discussion of the benefits of play 
interactions, particularly child language, see White and White (1984) and Cornelius and 
Hornett (1990). 
Consequently, examination of aspects of language and communication, including 
interaction, during everyday caregiver-child interactions such as play, is of vital interest 
and importance to those with particular concern for the development of deaf children . 
• Toys 
A set of age-appropriate toys was provided for play. This set included: 




A tea-set and eating utensils in a suitcase; 
A big green and a small blue car; and 
A colourful shape sorter; 
The selection of the toys was carefully considered. All the toys were believed to be 
appropriate for pre-school aged children and to facilitate communication. Moreover, an 
attempt was made to include toys representative of highly familiar objects, and hence 
allow for familiarity of the toy items. 
A study on the effect of play context on parents' child-directed language revealed a 
strong contextual component to parents' language. That is, different toys elicited a 
different pattern of speech from parents. Similarly, results of several research studies 
have shown different kinds of toys to be associated with different kinds of play behaviour 
in young children (e.g. Liss, 198] and O'Brien & Huston, 1985 in O'Brien & Nagle, 
1987). In view of these two findings, it was anticipated that the variety of toys selected 
for this study would elicit rich dialogue between the dyads. 
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According to O'Brien and Nagle (1987) play with dolls and v~hicles created highly sex-
role stereotypic play contexts and play contexts with shape sorters were found to be sex-
role neutral. Both sex-role stereotypic and neutral toy cont~xts were possible in the 
I 
present study with the inclusion of dolls, cars and a shape sort~r. 
! 
Further rationale for inclusion of dolls are findings from the study of O'Brien and Nagle 
(1987) suggesting that children - both boys and girls - who play frequently with dolls 
I 
may receive more opportunities to learn and practice languageithan do children who play 
with other toys. Finally, a tea-set and dolls have been fourid to elicit more caregiver 
i 
language than other kinds of toys, in joint play (Prendergast &,McCollum, 1996). 
4.5.2.2 Storytel1ing and Books 
• Storytelling 
Storytelling for the purposes of this study was defined as those interactions between 
caregiver and child that involved initiating, maintaining, eXfcuting and stopping joint 
looking at picture books. The use of story 'telling' rather t~an verbatim reading was 
intended to encourage the individual communication styles of the caregivers. The 
researcher aimed to determine varying usage of language Istimulation and discourse 
strategies. Since the intervention covered dyadic communicltion in various everyday, 
I 
I 
functional activities, it was of interest to observe whether or: not caregivers were more 
able to move beyond the text, and use a greater variety of communicative functions and 
aspects, over time. 
! 
! 
Storytelling interactions are useful from a research point of view in that storytelling is a 
naturally occurring situation where the communication partners remain more or less in 
i 
one place. Hence, videotaping is facilitated (Gregory & Barlow, 1989). Moreover, 
children have been found to be more information-seeking dU}ing book activities than in 
toy play (Bernstein Ratner, Parker & Gardner, 1993). 
As with play, numerous advantages of storytelling with roung children have been 
documented. These include advantages in the process of lan~uage acquisition, language 
i 
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stimulation (Gregory & Barlow, 1989), and language development (Erting, 2001; 
Kirchner, 1991 in Anderson-Yockel & Haynes, 1994). 
Storytelling offers the methodological advantage of providing a constrained context with 
a known topic, a level of structure and control, which is absent in many other caregiver-
I 
child routines (Van Kleeck, Gillam, Hamilton & McGrath 1997). Similarly, there is an 
element of predictability in joint-book reading (Kirchner, 1991 in Anderson-Yockel & 
Haynes, 1994). 
With regard to pre-linguistic communication, joint attention is established between 
conversational partners during storytelling (Van Kleeck et aI, 1997) and caregiver 
language becomes contingent with the child's focus of attention (Harris, Kasari & 
Sigman, 1996). Moreover, storytelling routines have the tum-taking characteristics of a 
conversation (Snow, 1989 in Bernstein Ratner et aI, 1993). Since books place the actions 
and vocalizations of the child in an interpretable context, more successful communicative 
interactions are facilitated. This is especially important in the present study in which 
caregiver attempts to maintain semantic contingency are hampered because of difficulty 
in interpreting some of the children's utterances. Book sharing with young children 
provides opportunities to interactively construct meaning with the adult (Erting, 2001). 
• Books 
Two books, rather than one book, were selected in order to avoid the possibility of a 
particular book influencing the communicative interaction. These same books were 
employed at all videotaping sessions, primarily as a control factor. 
The books employed in this study included "Spot Goes to the Park" (Hill, 1991) and 
"Ben and the Bear" (Riddell, 1986). These books were also employed in Botha's (1997) 
investigation of communication strategies employed during storytelling interactions 
between three hearing mothers and their deaf children (aged 3 to 5.6 years). Botha (1997) 
reported that these books were useful in that six of the seven parameters under 
investigation in the study were used in both books. The differing narrative structures 
allbwed for different communicative aspects. 
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The rationale for the selection of these particular books is as I follows. Firstly, they are 
age-appropriate for the children in the study. Secondly, theX have a simple narrative 
structure that enables elicitation of a variety of language structures as well as important 
aspects of sign language, such as facial and spatial aspects. Ac~ording to Labov's (1977), 
narrative elements (abstract, orientation, complicating action, evaluation, resolution and 
coda), the narrative of "Ben and the Bear" (Riddell, 1986) is more complex than that of 
"Spot Goes to the Park" (Hill, 1991). "Spot Goes to the Park" cbntains less elements than 
; 
"Ben and the Bear". Moreover, unlike "Ben and the Bear", "Spot Goes to the Park" does 
not have a continuous complicating action, and there is a resolution in the majority of the 
I 
pictures. 
Thirdly, the large, colourful pictures represent common object~, toys and animals as well 
as a young male child, engaged in everyday activities. According to Hampson and Nelson 
I 
(1993), for a study of this nature, books need to contain simple representations of 
i 
common objects, toys and animals engaged in activities. Moreover, the books are 
believed to encourage aspects such as pantomime, and be sufficiently simple to enable 
the children to 'follow' the story and thus encourage dialogue. I 
I 
The researcher blanked the story text out in order to encourage ~ spontaneous storytelling 
episode involving a variety of communicative contributions performed by caregiver and 
I 
child, rather than caregivers simply reading the text verbatim with minimal interaction. 
Of note, the absence of text was suitable for the study pdpulation in view of the 
educational history of the caregivers. 
4.5.3 Data Collection Procedures 
I 
Procedures of data collection were implemented in the evaluation of the communicative 
intervention programme. In line with the programme objective~ outlined in Appendix 4, 
the measures of evaluation were as follows: 
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• Pre- and post- intervention video analysis of communication and sign language 
parameters and of caregiver use of sign language; 
• Post-intervention evaluation questionnaire; and 
• Post-intervention focus group interviews. 
Each of these three measures will now be discussed in terms of the rationale for being 
indicators of the programme objectives and procedures of data collection. 
4.5.3.1 Communication and Sign Language Outcome as a Measure of Programme 
Effectiveness 
Previously, different communication parameters have been employed to assess changes 
in communicative behaviours over time (e.g. Spencer, 1993) or differences between 
groups (e.g. Prendergast & McCollum, 1996). Similarly, the parameters under 
investigation in this study, still to be described in section 4.6.1.4, were analyzed to 
examine clinical and/or statistical change in the interaction process over the course of the 
intervention, and hence contribute to the evaluation process. 
(i) Data Collection Procedures for Video-taped Dyadic Interactions 
• Video-recording of Caregiver-Child Interactions: 
Communicative interactions between all hearing-Deaf dyads were observed over time by 
means of videotaping sessions prior to and following the intervention. Videotaping 
procedures were adapted from a great number of studies, which have employed a video-
analysis procedure (e.g. Cole & S1. Clair-Stokes, 1984a, b; Spencer, 1993; Rea et aI, 
1988; Lartz & Lestina, 1995; Lartz & McCollum, 1990). 
The widespread use of the method of videotaping dyadic interactions confirms that it is a 
very popular, and hence successful, method (e.g. Rea et aI, 1988; Pratt, 1991; Spencer, 
1993; Prendergast & McCollum, 1996) in observational studies. Cole and S1. Clair-
Stokes (1984b) assert that a video analysis procedure increases awareness of the 
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communicative importance of particular aspects of interactions (e.g. the functions of 
I 
contributions). I 
According to Cole and St. Clair-Stokes (1984a), videotaping is the method of choice for 
collecting a sample of communicative behaviours since it provtdes both an auditory and a 
visual record of the ongoing events. Since much communication during the early 
language acquisition process occurs through non-vocal m1ans, the visual record is 
particularly important (Cole & St. Clair-Stokes, 1984a). This point applies to the present 
study that concerns sign language communication. According to Lewis & Penn (1989:8), 
a video recording becomes "essential for the sampling of a de~f child's language". Non-
verbal communication is particularly important in deaf communication. 
Moreover, auditory-visual data implies having an immediate" retrievable record of the 
I 
communicative events and hence allows for exhaustive examination of the data (Cole & 
St. Clair-Stokes, 1984a). 
• Videotaping Procedure 
Personnel 
i 
The play and storytelling interactions were video-recorded by :the researcher. 
Equipment 
The interactions were recorded either with a colour VHS BllUer Bosch Video Camera 
Recorder (VCC 526 AF) equipped with auto-focus, or a Panasonic Video Camera 
Recorder (VZ1 VHS-C) equipped with optical and digital zo;om facilities. Interactions 
were recorded on high quality TDK videotapes. 
Technical details 
Technical details regarding filming of data were addressed m the pilot study and 
guidelines from previous studies (e.g. Tait, 1993; Spencer, 1993; Pratt, 1991) were 
applied. Seating and lighting were particularly important. 
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Each of the caregiver-child dyads was seated on the floor rather than at a table, firstly to 
ensure that their entire bodies could be viewed and secondly to minimize structure 
imposed on the interaction and thus facilitate a more natural interactive session. The 
researcher sat at the dyad's eye level during recordings using a hand-held camera. 
Interactions were recorded where sufficient lighting was available, so that the signing and 
facial expressions could be captured clearly on videotape. A dark, but not black, 
background was necessary to avoid the effects of shadows for those with light 
complexions. A light background was necessary for those with dark complexions to 
allow for investigation of facial expressions. 
Instructions to Caregivers 
Each caregiver was given a brief description of the purpose of the videotaping and her 
role in the play and storytelling session. She was instructed to play with and go through 
the books with her child. She was asked to interact as naturally as possible with the child. 
There was therefore no specific order of activities to which caregivers had to adhere. It 
was made clear that it was not necessary to play with all of the toys provided or to go 
through both of the books. 
Duration of interaction 
Videotaping commenced only once the participants were ready and playing comfortably. 
A 'warm-up' period of approximately 2 minutes was employed, contributing to the 
collection of a representative sample. Further rationale for use of this 'warm-up' period 
were as follows. The first was to allow both caregiver and child to become accustomed to 
the video camera set-up so that normal interactive patterns could resume; the second was 
to allow the child to explore the toys before the caregiver began to interact. This 'warm-
up' period was not recorded. 
Spencer (1993) reports findings that initial time alone with the toys resulted in a child's 
tending to spontaneously engage his/her mother in play or communication when she 




A particular time limit was not set prior to videotaping. In order to allow for analysis of 
the same period of time for play interaction across all dyads, the aim was to record 
approximately 6 minutes of play. Similarly, in previous stUdies the duration of play 
between mother and deaf child has ranged from approximately 2 minutes (Rea et aI, 
1988) to up to 20 minutes (Pratt, 1991), usually following a 'warm-up' period of 
approximately 5 minutes (Tait, 1993; Spencer, 1993; Rea et aI, 1988). 
No time limit was imposed for the storytelling interactions tq allow for a representative 
sample of typical caregiver-child interaction during storytelling. Storytelling with books 
I 
is a more finite type of task than play and so the entire storyt~lling interaction was to be 
recorded. I 




A 30-item evaluation questionnaire was developed for the study as a means of evaluating 
the programme from the perspective of caregivers, and was to be used in conjunction 
with the other measures of effectiveness. 
The primary objectives of the evaluation questionnaire were as follows: 
To determine an impression or quality rating from caregivers on the intervention; 
To allow caregivers to compare their sign language and particular aspects of 
communication with their child, and general communicative interaction with their 
child, pre- versus post- intervention; 
To determine caregivers' preferences in terms oftime1i of day for, and duration of 
each, session; 
To determine caregiver perceptions of their progress! in the programme, and of 
any changes in communicative interactions with their ~hildren; 
To obtain feedback from caregivers regarding particul~r items on the agenda, such 
I 
as storytelling and video feedback in the service delivery; and 
To obtain feedback from caregivers regarding resource materials provided. 
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(i) Data Collection Procedure for Eva1uation Questionnaire 
The researcher, in a face-to-face interview, administered a semi-structured evaluation 
questionnaire to each of the caregivers individually, following the final session of the 
programme. Items were presented in the first language (English and/or Afrikaans, 
isiXhosa) of the caregivers, necessitating the use of an interpreter during interviews with 
isiXhosa-speaking caregivers. All interviews were audio- tape-recorded to ensure 
reliability of transcribed responses. 
The questionnaire comprised both open- and close- ended questions. A request for 
additional comments was also included. Responses to close-ended questions were rated 
on a Likert-type scale and recorded on the response forms by the researcher during the 
interviews. Responses to open-ended questions were noted on the response forms during 
the interviews and were to be transcribed verbatim from the audio- recordings during the 
treatment of the data. 
4.5.3.3 Focus Group Interviews as a Measure of Programme Effectiveness 
A focus group involves a number of participants who have some common experiences or 
characteristics and whom the researcher interviews in order to elicit ideas, thoughts and 
perceptions about a particular topic linked to areas of interest (Patton, 1990). Focus 
groups usually comprise six to eight participants (Parton, 1990; Holloway, 1997). This 
group size is large enough to encourage a variety of perspectives and small enough to 
minimize disorder and fragmentation (Stewart & Shamdasani, 1990 in Holloway, 1997). 
It also allows for greater and more equal participation of group members (Robson, 1987). 
Several advantages have been identified in using focus group interviews for evaluation 
purposes. Focus groups are a form of group interview that capitalizes on the 
communication among participants, hence generating data (Kitzinger, 1995). As 
participants respond to the questions so new ideas and relations are discovered on the 
basis of participant interactions (Dilorio, Hackenberry-Finch, Balbach & Rivero, 1994; 
92 
Krueger, 1994). This cueing phenomenon allows the researcher to gain insights into a 
research topic that would be less available without this typ~ of group interaction and 
I 
dynamics (Crabtree, Yanoshik, Miller & O'Connor, 1993; 110rgan & Krueger, 1993). 
Each group is unique and will influence the participants in a unique way (Robson, 1987). 
The dynamics of the focus group ensure that responses can be qualified and the interview 
focuses on topics/issues that are most important to the participants. In this way, the more 
important aspects of participant responses can be identified and the groups tend to be 
highly enjoyable for participants (Patton, 1990). Responses that are forced or constrained, 
as is frequently the case with surveys or other response category type questionnaires, are 
not collected using focus groups (Stewart & Shamdasani, 1990 in Holloway, 1997). 
An additional advantage is the highly efficient qualitative data-collection technique. 
Implications ofthis advantage include for example, lower cos~ and use of a larger sample 
I 
size in an evaluation using focus group interviewing as oppos~d to individual interviews 
(Patton, 1990; Holloway, 1997). 
On the other hand, weaknesses of focus groups relate to response time, the facilitator and 
participants. The number of questions asked is limited in that the response time to any 
given question is increased by virtue of having several people responding in the 
interview. With regard to the facilitator, skill is necessary in managing the interview so 
that one or two participants do not dominate it, diversions are controlled, and so as to 
encourage participants who are not highly verbal to share their views. Those who 
dominate discussions may well influence the outcome, and one who is unable to verbalize 
thoughts and feelings does not make a good participant (Patton, 1990; Holloway, 1997). 
(i) The Rationale for the Use of Focus Groups 
A focus group methodology was included post-intervention to examine programme 
effectiveness according to the caregivers. Focus groups allow for a qualitative, 
ethnographic approach to learning about subgroups within the community through 
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examination of the conscious, semi-conscious and unconscious psychological and 
sociological characteristics and processes (Basch, 1987 in Kingry, Tiedje & Friedman, 
1990). 
Within the context of this research, focus groups were considered to be the most effective 
form of qualitative method for the following reasons: 
• Focus groups are widely used to examine participants' experiences and attitudes, in 
the case of one's knowledge and experience not being fully captured in reasoned 
responses to direct questions (Kitzinger, 1995). Through comparison and contrast of 
one's views to those of the other group members, participants become more explicit 
about their own views (Morgan & Krueger, 1993). 
• Focus groups are a direct method of obtaining information in a social context 
(Beaudin & Pelletier, 1996) as they are sensitive to cultural variables and take the 
needs of a community into account (Barbour, 1995). According to Kitzinger (1995), 
focus groups are very effective in cross-cultural research. In this study, focus groups 
allowed for cultural norms and values to be highlighted among the caregivers. The 
use of facilitators representative of the same cultural and linguistic population of the 
participants was believed to contribute towards cultural and linguistic sensitivity and 
relevance. 
• Focus groups provide some quality controls on data collection (Patton, 1990). They 
can be used in conjunction with other research approaches. They have proven to be 
useful in interpreting quantitative results by adding depth to the responses obtained in 
a questionnaire (Krueger, 1994). In this study, findings of the focus group interviews 
were to complement quantitative and qualitative findings obtained from other 
methods employed. 
• Focus groups have been useful in identifying the strengths, weaknesses and necessary 
improvements of programmes. In fact, the group's dynamics usually contribute to 
focusing on the most important issues in a programme (Patton, 1990). In this 
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research, the focus group findings were to contribute towards programme evaluation 
primarily in that programme objectives could be examined. 
(ii) Data Collection Procedure for Focus Group Interviews 
• Focus Group Facilitators 
Facilitator Selection Criteria and Description 
The interviewer in a focus group interview becomes the facilitator in the group discussion 
(Holloway, 1997). The quality of the information obtained is largely dependent on the 
group facilitator (Patton, 1990). In order to remain culturally sensitive and to administer 
the interviews effectively and in the first language of the caregivers, an Afrikaans-
speaking (L1) interviewer and an isiXhosa-speaking (L1) interviewer were employed. 
Both interviewers were Speech-Language Therapists & Audiologists by profession, were 
proficient in English, and had the same racial affiliation ~s the caregivers in their 
particular focus group. Moreover, both were familiar with the nature of the research 
I 
I 
project, had previous contact with the focus group partidipants, and had previous 




In view of these facilitator characteristics, neither the quality nor the quantity of the 
information obtained from the focus groups was believed to be compromised in any way. 
Role of Facilitators in Data Collection 
The two facilitators participated in the collection of the interview data by facilitating the 
focus group interviews. 
The objectives of the investigation as well as the proposed roles of the facilitators were 
presented and discussed at the outset. The facilitators received training in presenting the 
I 
questions for the interview sessions and were engaged in discussions on possible conflict 
situations. The importance of their role as a non-directive facilitator was emphasized. 
They were required to familiarize themselves with the content of the questions and to 
translate these into the language of the caregivers in their interviews prior to the sessions. 
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• Allocation of Participants to Focus GroUps 
In view of the need for an optimal focus group size of six to eight, and in view of the 
multilingual and multicultural nature of the participants, they were divided on the basis of 
a common spoken first-language. Subsequently, the one group of caregivers comprised 
first language English and/or Afrikaans caregivers (N = 7) from the South African Cape 
Coloured community, and the other group comprised first language isiXhosa caregivers 
(N = 9) from the South African Black community. Of relevance is the mixing of English 
and Afrikaans by the Cape Coloured community represented by seven participants. The 
interview could thus be conducted in English and/or Afrikaans, according to the flow of 
the responses. 
It is important to highlight that these two groups of participants were not regarded as two 
separate groups generating information but rather as one group of participants generating 
a rich source of qualitative data. 
Holloway (1997) states that language defines culture in that culture may be defined as the 
life experiences (including a shared communication system such as language) ofa group; 
the learnt behaviour that is socially constructed and transmitted. An ethnographic 
approach in qualitative research places an emphasis on culture (Holloway, 1997). An 
ethnographic approach to data collection was adopted in this study by means of focus 
group interviews. Cultural and linguistic sensitivity was deemed essential and the need to 
identify social influences on the participants was acknowledged. Ethnography in the 
health professions and education typically aims to improve practice (Holloway, 1997). 
Similarly, in this study, the aim was not to change the people but to improve the service 
best suited to these people. 
• Materials 
Due to the scope of the caregivers' views to be examined, the semi-structured interview 
questionnaire developed for use in the focus group methodology was to be conducted 
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over two group interview sessions. The questionnaire was therefore divided into two sets 
of questions, or rather discussion items, to be discussed over two sessions. In total, the 
focus group interviews comprised 56 discussion items. Session 1 concentrated on the 
more traditional medical systems relevant to the participants, beliefs regarding deafness 
, 
, 
and management of deafness. Session 2 concentrated on '''':'estem' medical systems, 
I 
attitudeslbeliefs regarding the management process and Ithe components of the 
communicative intervention programme. I 
Construction of the Questionnaire 
The semi-structured questionnaire was compiled in order to investigate and document 
various views of the caregivers, their families and communities relating to childhood 
deafness, and to evaluate components of the intervention to which they had been 
exposed. The content of the questions aimed to elicit different attitudes and beliefs 
regarding deafness (including management, and communication), as well as to investigate 
personal, social and environmental factors that may influence the views of the caregivers 
of young deaf children within a socio-economically di,sadvantaged community. 
Questions regarding the parent-training service aimed to elidt participant views on the 
objectives of the programme. 
Questioning Format 
Numerous considerations were acknowledged in an attempt'to maximize information 
elicited during the interviews. One such consideration was the use of a questioning 
format rather than a topic guided format, as a means of facilitating the discussion that 
ensued. In this way, the analysis was more efficient and subtle differences in language 
were eliminated, which may have altered the intent (Krueger, 1994). Some facilitation 
I 
was believed to be necessary in light of the caregivers' level of education attained. 
I 
Content of the Interviews 
Patton (1990) outlines a number of measurement decisions I necessary in planning an 
I 
interview since these may influence the quality of intervie~ responses. In this study, 
decisions were made primarily regarding question type, :time frame of questions, 
sequencing, and wording of questions. Each of these factors will be outlined below. 
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A variety of question types was used to elicit a range of responses relating to the 
research interests. Questions concerned participants' behaviours or experiences, opinions, 
feelings and knowledge. Moreover, the time frame of the questions varied in that some 
questions were asked in the present, some in the past, and some in the future tense. Yet 
the evaluation questions aimed primarily to examine the views of participants at the time 
of the interviews - post-intervention - unless reference was made to a past experience 
such as diagnosis, or to the future. 
The primary decision made regarding the sequencing of questions, related to the overall 
structure of the focus group interview. A suggested, rather than a fixed, sequence for the 
questions was compiled as part of the semi-structured approach to interviewing. Even 
though the questions were previously prepared, they were used as a guide during the 
interviews in order to allow for ensuing discussions. 
Questions were grouped according to particular themes in a logical order to allow for 
greater coherence. At the start of the interview sessions and prior to some of the 
questions relating to programme components, the context was established by means of an 
opening or background statement. According to Patton (1990) know ledge questions also 
need a context. A context for these questions was established by asking the majority of 
knowledge questions in conjunction with questions relating to programme activities and 
( 
expenences. 
It was intended that the wording of the questions be conCIse and unambiguous, 
encouraging reflection and feedback without misinterpretation of questions. In addition to 
the use of a background statement, illustrative examples were included in order to keep 
questions as short and concise as possible and to introduce and contextualize the 
questionls that followed. 
Qualitative interviewing aims to minimize the imposition of predetermined responses 
(Patton, 1990). Open-ended questions were used to gain more opinionated answers from 
the caregivers in their own words. Dichotomous questions were minimized firstly to 
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elicit maximum infonnation (Kitzinger, 1995) and secondly b~cause a question cannot be 
phrased as a dichotomy if it is truly open-ended (Patton, 199b). However, some of the 
questions specifically relating to the components of the progr~mme were presented in a 
dichotomous manner. This type of wording allowed for mJe specific questioning in 
order to obtain more specific infonnation required for the purpbses of the study (Krueger, 
I 
1994). Moreover, the researcher believed that truly open-ended questions in these cases 
would not comply with the language used. The language was adapted to a level suitable 
for the participants. 




• Method of Conducting Focus Group Interviews 
Considerations Prior to the Interviews 
Primary considerations related to the facilitators regarding cultural and linguistic 
I 
sensitivity and to their role in the intervention process. 
i 
For the purposes of cultural and linguistic sensitivity the resiarcher was not physically 
present during the interview sessions but adopted a passive I role in order to allow the 
facilitators to connect with the caregivers as a group. Through!being representative of the 
same cultural group and using the same first language as the infonnants, it was believed 
that the facilitators would allow the caregivers to feel more 'comfortable in expressing 
their feelings, attitudes, beliefs, and experiences. See Krueger (1994) regarding 




Furthennore, an advantage of the particular facilitators used in! this study is that they were 
I 
I 
Speech-Language Therapists and Audiologists who were (amiliar with many of the 
caregivers and their Deaf children in the management process. In particular, these 
facilitators played an active role in the delivery of the communicative intervention 
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programme by assisting III for example, caregiver-child practice activities, and by 
observing caregiver group discussions. 
The Setting 
The setting of the focus group interviews was carefully considered, as it is crucial to the 
success of a qualitative interview (Krueger, 1994). Several factors, as outlined below, 
have been reported to influence the degree of participation in focus group discussions 
(see Robson, 1987; Dilorio et aI, 1994). 
Qualitative research interviews need to occur in as natural an environment as possible 
(Joubert & Katzenellenbogen, 1997). The focus group interviews were conducted at the 
Deaf Child Centre housed within a tertiary hospital for children. This setting was familiar 
to all informants who participated, in that the caregivers were currently attending or had 
previously attended the intervention programme at this venue. Accessibility constraints 
were minimized for those currently attending the programme. The interviews were 
conducted on the same day and during the same time frame that parent-training sessions 
were typically carried out. In view of the large set of questions to be addressed in the 
interviews necessitating two interview sessions, the caregivers participated over two 
consecutive weeks at the close of the programme. 
Focus group interviews must be conducted in a room that is sufficiently large to contain 
the participants comfortably (Holloway, 1997). The two groups of caregivers gathered in 
two separate rooms simultaneously. The one room was that used for the programme 
sessions while the other room served as a conference room in the adjoining room. The 
caregivers' children were cared for elsewhere in the tertiary setting during the interviews. 
The seating arrangements of participants may well influence their perceptions of for 
example, status, patterns of participation and affective reactions (Johnson & Johnson, 
1987). Patton (1990) regards a circle or semi-circle to be the best seating arrangement. 
Participants together with the particular facilitator were seated in a circular formation to 
enhance interactions between the participants as well as between the participants and the 
facilitator, and to erase an apparent position of authority. 
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Administration of the Questions 
Questions were presented in the first language (isiXhosa, English and/or Afrikaans) of 
the caregivers. They were asked as well as responded to verbally. The benefit of a 
; 
personal approach to answering questions has been establis~ed where good test-retest 
reliability has been obtained using a 'face-to-face' method (M~rttila & Jauhiaimer, 1995). 
This verbal manner of presentation and discussion was intended to avoid literacy 
difficulties and enhance the reliability of the findings III that clarifications and 
explanations were made possible. 
Recording of Data 
Each of the group interviews were recorded by means of video tape recording, using a 
Panasonic Video Camera Recorder (VZ I VHS-C). This means! allowed for the analysis of 
audio-visual data that included participants' occasional use of sign language. In order to 
minimize obtrusiveness of the camera, it was placed in a corner of the room on a tripod 
rather than being hand-held and moved to highlight each different informant as s/he 
spoke during the sessions. In this way, it was felt that the richness of the data and the 







In total, close to 5 hours of video tape recording was used for the purpose of this 
I 
investigation. The length of the sessions ranged from one h'our to one hour and thirty 
, 
minutes. These lengths are in accordance with observations of Krueger (1994) and 
Patton (1990) who state that a focus group interview comprising six to eight participants 
may be conducted over a period of one half hour to two hpurs. Interviews extending 
beyond two hours result in participants becoming fatigued and losing concentration. 
I 
i 
4.6 TREATMENT OF DATA 
Procedures implemented in the treatment of videotaped samples of dyadic interactions, of 
evaluation questionnaire data and focus group interview data will now be presented. 
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4.6.1 Videotaped Interactions 
Treatment of the videotaped data of caregiver-child interactions involved the training of 
Deaf and hearing personnel, as well as transcription, glossing, coding and scoring (or 
rather tallying) according to specific communication and sign language parameters. In 
addition, measmement of reliability was carried out. Refer to Figure 4.2 for a schematic 
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• Deaf Personnel 
With regard to the treatment of data, Deaf personnel were involved in the transcription 
and glossing as well as in coding of data and in reliability measurement. 
Two Deaf adults formed an integral part of the research team. They played a far greater 
role than simply assisting in the treatment and analysis of data and interpretation of 
findings. They assisted in the development of the intervention programme (e.g. 
compilation of sign language content and materials), in the implementation of the 
programme (e.g. teaching caregivers sign language and explaining deaf-related Issues 
during sessions), and in the evaluation process. 
The Deaf adults were chosen according to specified criteria. Deaf personnel were to: 
(i) Be congenitally or pre-lingually deaf; 
(ii) Be fluent in (i.e. a native signer of) South African sign language, since this 
is the language upon which the intervention programme was based; 
(iii) Be an integral member of a Deaf community - defined by Markowitz and 
Woodward (1978 In Padden & Humphries, 1988) as having self-
identification with a deaf community and having skills in the sign 
language used by that group: and 
(iv) Have South African Sign Language as the pnmary mode of 
communication in the home. 









Age of onset I 
School 
Education Deaf 
Personnel of deafness level Community 
I 
I I Of 
#1 23 years Congenital For the Deaf I Grade 12* Johannesburg; 
I I 
of Cape Town 
I I 
I 
#2 30 years Pre-I ingual For the Deaf ! Grade 12-1< Of Cape Town 
I I I 
* Grade 12 refer:,: to the malriculnl'ion yenr of secondary Scllooling 
Both Deaf personnel were adult, female, first-language sign language users. As indicated 
in Table 4.2 personnel #1 was originally from the Johannesburg White Deafcommunity, 
while at the time of the study both were from the Cape Town community comprising 
persons associated with variolls racial affiliations. Personnel #2 was a member of a 
socio-economically-dlsadvantaged community with a Black racial affiliation. She could 
therefore identify with many of the caregivers in this study in terms of a post-Apartheid 
South Africa for people from disadvantaged communities. It is for this reason that 
personnel #2 played a primary role in programme delivery. Personnel #1 was primarily 
involved in the treatment and analysis of data, but also assisted in programme delivery. 
The Deaf personnel were critical in a study of this nature, particularly in tem1S of 
transcription and glossing, focusing on sign and sign-related aspects in the 
communication. The researcher, two hearing assistants and the Deaf personnel 
individually as well as collaboratively watched pre-selected samples of interaction and 
recorded all signed and spoken language, non-verbal aspects and contextual infonnation. 
Collaborative work formed part of reliability measurement. In particular, an informal 
reliability measure of sign language was carried out by means of comparative glossing 
discllssions between the Deaf personnel and the researcher who had been professionally 




Involvement of Deaf personnel in the transcription and glossing processes allowed for 
more in-depth and accurate analysis of the videotaped data. Their involvement in the 
compilation of sign language materials was essential primarily because Sign Language 
was not the first language of the researcher. Finally, it is critical that deaf adults be 
involved in the implementation of the programme. The researcher as programme co-
ordinator, the various professionals involved in rehabilitation, and the hearing research 
assistants cannot provide an effective programme without the input of deaf personnel. 
• Hearing Personnel 
The researcher and two hearing assistants transcribed all contextual and vocal data from 
the samples of interaction. These three personnel worked collaboratively in the 
transcription and measurement of reliability obtained by means of point-to-point 
reliability using 20% per sample of interaction. The same procedure was carried out for 
the coding and tallying of the use of particular parameters. 
The hearing personnel were qualified Speech-Language Therapists and Audiologists. The 
two hearing assistants were considered to be suitable for this nature of work since they 
had previous experience in video analysis and transcription. 
4.6.1.2 Training of Personnel 
Training was undertaken for the Deaf and hearing personnel, for the specific tasks that 
they were to carry out. 
The four research personnel were trained in several steps. Firstly, the researcher 
explained the nature and purpose of the study, and their role in the research process. 
Secondly, the deftnitions of the specified communicative parameters were provided so 
that they had a thorough understanding of what was to be observed. Prior to this stage in 
the investigation, the research had been data-lead. A preliminary set of language and 
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communication parameters was established and a final set was determined following the 
pilot investigation that was carried out by the researcher. 
Both Deaf personnel were instructed on how to gloss signs, gestures and non-manual 
data. They did not require intensive training since both had carried out data transcription 
in a previous research study in which a similar transcription method was employed. 
Coding and tallying procedures were then discussed with all personnel. The hearing 
personnel were to code the language and communication parameters, including those 
glossed by the Deaf personnel. The coding process included recording the codes 
appropriately on coding sheets. Measurement of reliability for transcription, glossing and 
coding was addressed with all personnel in terms of reliability between and within the 
rater/coder. Scoring/tallying reliability was addressed with the hearing personnel in 
terms of inter- and intra- scoring/tallying reliabil ity measurement. The researcher and the 
four personnel were to carry out the necessary treatment of the data for the purposes of 
reliability measurement, while the researcher was to calculate reliability by means of 
point-to-point reliability measurement. 
Following the transcription and glossing of samples of interactions recorded in the pilot 
study, all personnel worked through several examples of communicative utterances in 
order to practice methodological procedures and problem-solve where necessary. Final 
proficiency was determined once the Deaf personnel displayed familiarity and a thorough 
understanding of the glossing and coding of sign communication parameters, and the 
hearing personnel with the transcription, coding, and tallying requirements. 
4.6.1.3 Methods of Transcription and Glossing 
The researcher, the two hearing and two Deaf personnel undertook transcription and 
glossing of the pre-selected videotaped samples of caregiver-child interactions. The 
methods of transcription and glossing of signed data (e.g. non-manual features), actions 
and contextual information (e.g. eye gaze patterns) and vocal data of the caregivers is 
presented in Appendix 5. 
107 
Several steps as indicated in Figure 4.3 on the following page were implemented in the 
process of videotape transcription prior to coding according to specified parameters. The 
video analysis procedure proposed by Cole and St. Clair-Stokes (1984a, b) provided 
guidelines for this process. 
It is evident in Figure 4.3 that the length of the samples of interaction for analysis was 
different for play and storytelling. A specific length was selected for play interaction but 
not for storytelling interaction primmily because of the nature of the tasks. That is, unlike 
play, storytelling with books has a finite beginning and end and this interaction was to be 
analysed in its entirety for the purposes of this study. Moreover, the entire sample of play 
and storytelling interaction was analysed as opposed to a comparison between play and 
storytelling across the dyads. Findings from the pilot study strongly suggested that the 
potential communication parameters for the coding system could be sufficiently 
examined using three minutes of play and the varying period engaged in in storytelling. 
Analysis of communicative transaction and interaction using these time frames was 
believed to allow for qualitative and quantitative comparisons (e.g. use of cohesion 

















Selec t ion of samples of interaction fo r analysis by the researcher 
Plav: .3 minutes were selected'" pre- and post- intervention 
The starti ng poi nt was the' fi rsl i nl roduct ion of a new topic on the recorded sample 
StorvlellinQ: The en!iJe interaction of storytelling with books was s~lectcd 
Allocation of personnel to su bject data 
The researcher. heari ng and Deaf assistants collaborat ive ly watched r he samp lcs 
Persunnel were allocated pri mary res pons i bi I iLy for pa rticular data 
Transcription and G lossing 
Hearing personnel: 
Tr8nscribcd contextual infonnation and vocal data into a pencil-written prolocol on 
/\4 transcriptioll sheets. Space was provided for glossing and coding 
Multiple vicwings of the samples encouraged accuracy of transcription prior to 
glossing 
Dea f pe rs on nel : 
Glossed all sign and sign-related uata (e.g. eye gaze pallems, atlention-gelting 
strategies) 
Multiple vievJings of the samples encouraged accuracy of glossing and its relations 
with the tr(lnscribed data 
Collaborative working 
All personnel perused the tran~cripts and videotaped data in collaboration 
Any queries/disagreements regarding the data in its entirety could be clarified 
Particular attention \vas given to non-manual features since this is an important aspect 
of sign lallguage that is )l()l the firsllanguage of the hearing personnel 
This additional viewing is believed to allow for additions 31Hlior changes prior to the 
calculation of inter-rater agreeme nt 
hlter~ ratet' relia bility for t r anscription 
Transcribed and glossed samples o f 20°/., were randomly selected 
transcripts 
J-leMing personnel independently transcribed 20% per sample 
~ 
from each 0 f the 
• Hearing assistants focused on vocal and contextual data in reliability measurement 
~ince the sign and sign-related aspects were checked more than once by the hearing 
and Deaf personnel 
• The researcher then calculated po in t-to-po int correspondence 
Intra-rater relia bility fOI' transcription a nd glossing** 
• Esrabl ished among the heari ng and Dear p erSOlllJt: I 
• 20% of'the interactions for each dyad was randomly selected and rc-tran~cribed 
* A three-minute sample [or analysis has been employed in previous studies On parent- ] 
child interactions (e,g. Lewis & Gregory, 1987). 
** Results of the rranscription reliability are presented in section 4.8. I 
Figure 4.3: Steps applied in the Video Transcription Process 
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4.6.1.4 Development of the Coding System 
For purposes of this study, the researcher undertook to compile a coding system 
according to which the communicative aspects and functions of caregiver utterances (i.e. 
transaction), and the communication process between each caregiver and her child (Le. 
interaction) could be analysed. This coding system comprised two levels of analysis, 
constituting a Communicative Aspect & Function Coding System and a Contingency 
Coding System. 
According to Nicholas and Geers (1997) this area of research seems to have produced as 
many coding schemes as researchers. Coding schemes including coding criteria and 
categories under investigation that have been employed in previous studies in this field 
differ somewhat, yet many categories appear in almost every scheme. Thus, according to 
Nicholas and Geers (1997), some preliminary comparisons across studies are justified. 
However, since there is no guarantee of identical definitions or coding rules across 
studies by different researchers, these authors assert that results of such comparisons 
should be treated with caution. 
Several, rather than one, resources were considered in the compilation of a coding 
system, for two primary reasons. Firstly, many of the existing coding schemes are either 
too narrow or low-level, or too broad and complex, to accurately and efficiently 
characterize the social interactions of children with communication disorders - including 
deaf children and hearing mothers (Nicholas & Geers, 1997). Secondly, as found in 
previous studies (e.g. Nicholas & Geers, 1997) certain categories included in a particular 
coding scheme were used so infrequently that they were excluded from most analyses in 
the particular study. 
A preliminary coding system was compiled on the basis of detailed coding systems used 
in previous studies (e.g. Spencer, 1993; Pratt, 1991; Cole & S1. Clair-Stokes, 1984a, b). 
Following the pilot study and final compilation of a set of parameters in this study, a 
system was compiled so that the communicative function of caregiver contributions and 









coded. The focus was communication and language use as opposed to language 
form/structure, as an influence on child development. 
The first level of analysis in this study formed a basic level of analysis with coding 
categories representing a set of communication parameters. All intentionally 
communicative contributions of the caregivers were assigned a communicative function 
or aspect category and where applicable the models of de1iv~ry waslwere noted. Table 
4.3 indicates the particular categories, grouped according to Jttention-getting strategies, 
communicative functions, eye gaze patterns, and sign-related aspects and functions. 
Following the pilot study, the final set of parameters was established and is detailed 
below. 
Table 4.3: Communicative Aspect and Function Coding Categories 
Attention-getting Communicative Eye Gaze patte1ns Sign-related Aspects 
Strategies Functions and Functions 
Physical • Label • Caregiver-child • Point tum -taking 
Gestural • Descriptive Label • Mutual gaze • Point label 
Sign • Description • Caregiver-book ~ • Functional gesture 
Vocal • Teach • Mutual gaze-boo~ a • Pantomime 
Point • Evaluation • Caregiver-book b • Pronouns 
Particular mode • Real world • Mutual gaze-book b • Signed words 
combination connection • c~egiver-objectlor • Simultaneous sign-
Successful or • Question actIOn speech words 
unsuccessful • Behaviour request • Mutual gaze-object or • Nonmanual behaviours 
• Response to question action (affective; 
• Acknowledgement grammatical) 






A second, more in-depth level of analysis was undertaken using the contingency coding 
system that incorporates the first level of analysis. Thus behavioural acts could be scored 
at the level of the dyad, reflecting aspects of interaction, rather than simply at the level of 
each participant. 
In compiling the coding system, the researcher in accordance with previous research 
(Koester, 1992; Connard & Kantor, 1988; Reilly & Bellugi, 1996) acknowledged the 
reciprocal influences that parent and child have on one another. In any dyadic interaction 
caregiver communications cannot be fully understood and appreciated without the 
context of the child's communications (Conti-Ramsden, 1990). Parameters felt to be of 
importance in terms of both caregiver and child contributions were thus included in the 
coding system. 
Even though the analysis pertained directly to the characteristics of caregiver 
communications, caregiver contributions were coded in relation to discourse function, the 
context of the characteristics of the child contributions as well as the child's participation 
in the interaction. 
Frequency counts as opposed to proportions were recorded and used in analyses to allow 
for an in-depth investigation of the nature of communication and language use prior to 
and following exposure to the intervention programme. Proportions in terms of 
percentage frequencies of occurrence can be calculated on the basis of frequency counts. 
The duration of use of communication parameters was not necessary for the purposes of 
this study. 
The final Coding System developed for, and used, in this study can be seen in Table 
4.4(a) and Table 4.4(b). Table 4.4(a) illustrates the in-depth analysis of semantic 
contingency. The relationship between the major category (e.g. recast of caregiver 
utterance); the communicative function type (e.g. labelling as an assertive); and 
communication mode (e.g. sign) is indicated in Table 4.4(b). 
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Only those communication behaviours that were not part of a particular occurrence of 
communication breakdown were included in this coding system. Definitions of the final 
set of communication behaviours for use in the coding system are presented below in 
section A. Some possibilities of breakdown are mentioned. Investigation of breakdown 
and repair as well as of aspects of caregiver sign production is outlined in section B. 
A total of 13 communication behaviours constituted the meaning illocutions and 8 
constituted the cohesion illocutions, totalling 21 behaviours represented in the 
contingency coding system. 
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TabJe 4.4(a): Cal'egiver Coding System 
Co hesion 1Iiocu tions 
Communication 
Mode i R~SI)Onsives Regulatives Contjn~.J~ 












SSp =- sign·speech 
Nm = nonmanual 
CA 
NmG '" nonmanual·geslure 




NmSp '" nonmallual-speech 
NmSSp = oonmanual-sign-speech 
[ga2e "" eye gaze 
Phys = physical 
Lab = label 
DI(lb = descriptive label 





Pl "" point label 
Desc '" descripllon 
Tch =- teach 




Rwc'" real world connection 
Panl = panLOmime 
PQ = product queslion 
CQ = choice question 
B req " be ha v iOll r req(leSl 
AD = attenlion direclive 
8 D = behaviOllr directive 
J J 4 
Rep TTcon PTT 
I I 
CA == choice aJV,wer 
P,A. == product answe,r 
Ack = acknowlcdgem~nl and praise 
AG = allenrion-getting strategy 
rAG = point attention-getting 
Rep = repetition 
TTcon = tllrrnaking contingency 
PTT = poinlturnlaking 
Continued on the next page ... 




A. Identification of Parameters for the Caregiver Coding System 
As part of a more naturalistic approach in this study, the parameters under investigation 
were determined primarily by the data (as was the case in a study carried out by Andrews 
& Taylor, 1987). Rather than the data being forced into pre-existing categories, the data 
from the pilot study contributed at large to determining the categories of communicative 
contributions. In addition, this approach required a review of research and literature on 
communicative contributions employed in adult-child interactions. 
Several of the communication strategies observed in the caregiver-child interactions 
correlated with those documented in previolls research and literature in the field of 
communicative interaction with young hearing, hearing-impaired and deaf children. For 
example: eye gaze patterns (Rea et ai, 1988); attention-getting strategies (Spencer, 1993); 
expansion (Greenberg, 1980a); and maternal question forms (Lartz, 1993). 
The parameters below were defined on the basis of previous studies as well as In 
accordance with observations of dyadic interactions under investigation. For ease of 
analysis and coding, each parameter was given a corresponding acronym or abbreviation. 
These are provided in parenthesis following the label given to each parameter. 
The following definitions of parameters will ensue as follows. The major categories in 
the contingency coding system will be addressed, followed by modality and different 
combinations thereof that apply to each entry in this coding system. The set of meaning 
and cohesion illocutions will then be addressed. The subcategories of meaning and of 
cohesion illocutions, and of eye gaze, are those parameters comprising the 
communicative aspect and function coding system that enabled the initial basic level of 
analysis. 
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A 1. Major categories of the Contingency Coding System 
he major categories of recasts, continuation, imitation and topic change, as depicted in 
iTable 4.4(b), were assigned codes once communication aspects and functions had been 
ssigned codes. In this way, the coding process involved levels of coding. An extrae 
from a sample of interaction is presented in Appendix 6 to illustrate the coding process. 
ecasts (ree) 
Centingent utterances, such as semantically related utterances (Peterson &. Sherrod, 1982 
in Conti-Ramsden, 1990); models (Lasky & Klott, 1982 in Conti-Ramsden, 1990); 
referentially immediate utterances (Cross, 1977 in Conti-Ramsden, 1990) and/oli 
e~pansions (Sherer & Olswang, 1984 in Conti-Ramsden, 1990) are a subset of child-
directed speech that have in common the fact that the adult ta.kes the child's focus ofi 
attention and topic of conversation, and incorporates these into the adult's next 
utterance/s in the dialogue. These utterances are often referred to as recasts (e.g.: Bake 
& Nelson, 1984 and Nelson, Bonvillian, Kaplan & Baker, 1984 in Conti-Ramsden, 
\990). Recasts typical1y repeat the child's utterance in a more conventional form (Pine, 
1994). 
For the purposes of this study, simple and complex recasts used by the caregivers were 
grouped together as recasts in the contingency coding system. However, caregiver recasts 
of the child's preceding utterance (Rece) were separated from those recasts of th 
caregiver's own preceding utterance (Reem). Conti-Ramsden (1990) defines simple and 
complex recasts as follows. 
IS-imple recasts are replies that continue reference to the central meaning of the child's 
preceding utterance but differ structurally. Structural changes are limited to only one. 
major component, namely subject, verb or object, of the child's utterances. Expansions 
are viewed as a subset of simple recasts. 
!An example of an expansion is: 
Child: BALL 
Mother: BIG BALL 
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Clearly, expans'i01'l is an O'\aboration by the earegiver of any preceding child contribution 
to fnrm a semantically or grammatically eomplete sentence (Cross, 1977 in C<~le & St. 
Clair Stukes, I 984b). Thus, imitation with expansion occurs when the caregiver's 
ultenmce includes the child ' s utterance in a semantically and syntactically expanded form 
(Iacono et ai, 1998). 
n tl:tis study, expansions included utterances of the caregivers that expanded on either the 
child's utterance or their own utterance. This allowed for the investigation of the natur 
of the expansions in order to determine the quality of language stimulation techniques. 
~l exp.ansions were c-oded according to modality. 
'Complex recasts are replies that continue reference to the central meaning of the child's 
preceding utterance, but two or more of the major concepts are structurally changed 
(Conti-Ramsden, 1990). 
Continuations (CON) 
n this study, co.ntinuations include all utterances that continued the particular topic, did 
ot satisfy the definition for recasts and were not imitations. Continuations serve to 
aiotain the topic of conversation, without much explicit overlap in the words of the 
child's or adult's utterances (Conti-Ramsden, 1990). 
Imitation refers to the repetition or copying of another's (being the child in this study) 
!preceding utterance or prior communication (Meadow, Greenberg. Erting & Carmichael. 
1981; Cross, 1977 in Cole & St. Clair Stokes, 1984b). Imitations are exact, immediate 
imitations by the adult of a complete or partial preceding utterance (Conti-Ramsden. 
(990). According to Nind and Hewett (1994), imitation is not an isolated strategy but on 
of many complementary features of an interactive sequence. Imitation thus relates to 
<semantic contingency. 
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In this study, imitations by the caregivers were coded a cording to communicative 
function (e.g. label) being imitated and to the modality (e.g. gesture and non-manual) in 
which they were expressed. 
ifopic Changes (Topch) 
Ifhese contributions constitute a clear change of topic from the previous utterance. This 
change can be expressed in any syntactic form (Conti-Ramsden, 1990). According to 
Conti-Ramsden and Dykins (1991), a topic shift occurs when one of the conversational 
partners disengages him-/her- self from the previous set of concerns, at the verbal andlo 
the non-verbal level/s. 
Since the intervention in this study was one of parent training, topic shifting by the 
caregiver was of importance as opposed to by the child. Two types of topic changes wer 
of interest namely, abrupt topic changes and contingent topic changes. 
~n abrupt topic change was defined as the introduction of a totally new topic in the 
"nteraction that was unrelated to the previous communicative contribution of either the 
caregiver or the child. This type of topic change contributed towards a breakdown in th 
interaction and was coded as such. A contingent topic change was defined as the 
introduction of a shift in attention to a new aspect of the topic of the previous turn 011 
turns relating to some general topic. Such a topic change maintained a connection to the 
aregiver or child's previous communicative contribution/so 
A2. Modality and combinations of modalities 
Eye gaze 
Since sign language involves the visual as opposed to the vocal modality, eye gaze is a 
prerequisite for receiving communication (Galloway & Woll, 1994). Direction of gaze 
relates to visual attunement and to semantic contingency, and was divided into thre 
categories: 
(a) Any reference to behaviour involving eye contact, gaze or orientation toward 
another p.erson (e.g. caregiver looked at child), (Wilcox, 1992). In this . mdy. tIl! 
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focus was on the gaze of the caregiver and on the eye con~act between caregiver 
and child. The eyes may have been focused on the communication partner's face 
and/or hands. 
According to Porritt (J 990) eye gaze occurs when one looks at another person, 
and eye contact occurs when both look at one another. Hence this category was 
subdivided according to the following eye gaze patterns: 
(i) Caregiver's gaze to child in which case the majority of caregivers were the 
mothers of the child (m-c); 
(ii) Eye contact/mutual gaze (mg) 
(b) Any reference to behaviour involving eye contact, gaze or orientation toward an 
object or activitylbehaviour. This category was subdivided as follows: 
(i) Caregiver's gaze to object/activity (m-o); 
(ii) Mutual gaze to object/activity (mg-o) 
Mutual gaze is synonymous with the terms of joint reference and joint 
attention. Bakeman and Adamson (1984 in Harris et ai, 1996) define join 
attention as a state in which the attention of caregiver and child are 
focused on the same object. 
c) Gaze aversion (GA) 
Aversion of gaze may be defined as any reference to behaviour involving the 
termination of eye gaze or orientation with a person (e.g. child stopped looking at 
mother to look back to the toys), (Wilcox, 1992). Gaze aversion formed part of a 
separate analysis on communication breakdown. 
This category applied only to the children in the study so that the ability of each 
caregiver to secure and monitor the child's attention and maintain effective 
communication could be observed. Indeed however, gaze aversion by the child 
may be related to numerous factors including among others, child behaviour 
characteristics. The child may avert gaze from his/her caregiver in order to gaze at 




This cat egory refers to all utterances that were conveyed u ing sign Janguage. Even 
lhough caregiver utterances were analysed in this study, signed utterances of the childr 
were transcribed as they related to caregiver recasts and imitations. 
NOll-manuals 
According to McIntire and Reilly (1988) facial expression in sign language functions in 
two distinct ways. The first is to convey ernotion (affect) and the second is to mar 
specific grarnmatical structures. 
Reilly, McIntire and Bellugi (1991) found that facial expression used for affective 
urposes, acts as a transition in to the facial morphology of the grammar of sign 
anguage. 
aker-Shenk (1983) asserts that non-manuals are critical in the marking of particuJan 
grammatical structures in sign language. Consequently, facial signals in sign languag 
function as grammatical signals (McIntire & Reilly, 1988). Grammatical facial 
expressions in sign language have been found to have certain characteristics in common 
ith those of intonation in spoken languages. For example, both playa wide range of] 
grammatical and paralinguistic roles. As with intonation, facial behaviours are able to 
take on both affective and linguistic roles (Reilly et ai, 1991). 
aker-Shenk (1983) reports that linguistic, facial behaviours are highly constrained and 
rule-governed. while affective behaviours tend to be inconsistent, variable and far more 
dynamic . Furthermore, the fonner behaviours have clear and specific onset and offse 
patterns and their co-ordination with manual signs rs vital in indicating tbe scope of a 
specific linguist ic behav iour. 
Communicative or paralinguistic facial behaviours are similar to those of affect in terms 
of their contOUr patterns (McIntire & Reilly, 1988). Examples of these are familiar facia l 
€xpressions such as those for request (raised brows), questioning or puzzled (furrowed 
brows) and negati ng headshakes. Similar facial expressions (e.g. raised brows) can 
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perform eitber affec tive 0 1' grammstiE::a l furtctions in ign language (Mclntlr & Reil ly, 
192 ). 
The sub-categories of non-manual signals were as follows. The acronym for nOD-manual 
~s om which substitutes the gloss used to indicate non-manual features. 
III nmaff: affective facial expression for basic emotions of for example. joy, sadnes or surprise. 
• nmnod: nods to indicate "yes", "okay", or "good" as an assertion or acknowledgement. 
• nmneg: non-manual behaviour that marks negation. such as a headshake or shrugging of the 
shoulders. 
• nmq: caregiver asks child a question solely by means of a questioning facia l expression. For 
example, fiUTowed brows and a wrinkled nose to indicate WHAT. 
• nmadj: non-manual behaviour that represents an adjective (e.g. FAT) 
• nmadv: non-manual behaviour that represents an adverb 
~he above glossing applied when non-manual features were used simultaneously with 
other non-manual features and/or modalities. 
Particular signs incorporate non-manual features as part of the sign production. For 
example, the sign for FROG incorporates a series of puffing with the cheeks and airflow. 
Such signs were coded according to the sign rather than the sign + non-manual 
combination mode, and notes were recorded regarding the use or ab-sence of the non-
manual features. 
Gesture (G) 
Gesture is defined as a motor movement that is not a formal sign. Both transitive and 
intransitive gestures were included in this study. That is, all gestures that did or did not 
. nvolve pretended object use were included, as defined by Helm-Estabrooks (1992). 
nelusion of both types of gestures allowed for an investigation of the entire repertoire of 
caregivers' gestural communicative contributions, including those that were semantically 
contingent in relation to the child's actions/utterances. 
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'"' peecb (sp) 
ifhi category includes caregivers' speech utterances, including voca l utterances such as 
"'111111 mm" to indicate "no". Utterrulces conveyed in speech alone contributed toward 
communication breakdown. 
Sign and Speech (ssp) 
This category includes utterances conveyed simultaneously in sign and in speech. An 
utterance was coded in this category only if the same meaning was conveyed by each of, 
the modes. 
Sign and Non-manual (nms) 
This category includes utterances conveyed in sign and accompanied by a non-manual 
feature. 
Speech and Non-manual (nmsp) 
his category includes utterances conveyed in speech and accompanied by a non-manual 
feature , An utterance was coded in this category only if the non-manual component could 
convey the intended meaning in isolation. 
Sign, speech and non-manual (nmssp) 
This category includes utterances conveyed in sign-speech and accompanied by a non-
manual feature. 
Gesture and Non-manual (nmG) 
This category includes the use of gesture accompanied by a non-manual feature. 
Physical (Phy) 
his category comprises any fonn of physical contact made by the caregiver towards the 
child in order to gain the child's attention (e.g. tapping, stroking; manipulation of the 
body or clothing). 
123 
A3. Meaning DlDcutious 
Meaning illocutions are those acts that appeared "to function in Gonvers-ation primarily to 
share meaning and information and to build and sustain relationships with people" 
(Conti-Ramsden, 1990:264). Similarly, the use of language to transmit information is 
embedded in the discourse literature where transaction is viewed as an expression 0 
oontent (Brown & Yule, 1983). 
IAssertive§ 
ssertives are utterances used to report or describe observable environmental aspects 
(Conti-Ramsden, 1990). The following assertives were included in the coding system: 
• Label (lab) - spontaneous naming of objects, people, pictures (Cole & St. Clair~ 
Stokes, 1984b). 
E.g. BALL 
ifhe code lab also applied to the identification of an object or person (Hampson & 
Nelson, 1993). 
E.g. "that's a ball" simultaneously produced with: point BALL 
• Descriptive label (dlab) - a label for objects, people, or pictures that describes one or 
more characteristics or properties. 
E.g. RED 
• Point label (PL) - This category comprised two types of points; 
a point that simultaneously accompanies the matching voeallabel; and 
a point that serves as a sign for a personal pronoun 
• Description (desc) - an utterance that describes events, locations, and properties, 
possessions of objects or people; the utterance includes propositions and suggestions. 
E.g. MY DOLL; FINISHED 
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per on , object, OJ, situation; tlte utterance incJudes emotions. 
E.g. point. ICE 
• Teach (tch) - a teaching strategy that could include one of the following: 
(i) Caregiver manipulates child's hand either to perform an action or to 
produce a gesture/sign; 
(ii) Caregiver shows the child how to perfonn a particular action, witholl 
phys-ieally manipulating the child's hand/s; 
(W) Caregiver proCluces a sign on the child's body or in the child's signing 
space rather than in her own signing space; 
(iv,) Caregiver explains a concept or action to the child; 
(v) Caregiver's utterance immediately following an incorrect utterance by tn 
child, serves to model the correct form or meaning of the utterance for th 
child. 
• Real World Connection (rwc) - an utterance or action that serves to draw an 
association between the present context (i.e. play or storytelling) and the child's 
previous experience (Botha, 1997) . 
. g. mother points in the book to the picture of a teapot that has fallen over, and 
then demonstrates this same event using the teapot from the tea-set provided fO Ii 
the play interaction. 
• Pantomime (pan) 
Mogford (1996) defines the act of pantomime as the use of a descriptive gesture, the fo 
of which mimics its referent. Pantomime is said to be largely body movement and 
posture. Lederbel'g (1984) explains pantomime or pantomime gestures as being hand and 
arm movements without an obJect that mimic either visual or kinMsthetic characteristies 
of an object or event. She classifies the act of pantomime as gestural communicative 
acts. An example of an ac.t of pantomime is where a mother acts out a character in tile 
storybook by mimieking the character's facial expression and body posjtion. 
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equesthres 
Requestives are utterances that demand a response from the conversational partner, and 
hat are used to obtain information about objects, situations or actions (Conti-Ramsden, 
1990). 
atemal questions are utterances, spoken and/or signed and/or non-manual signals, used 
y the caregiver to request information (Wh- question), confirmation (yes/no question) 0 
ction (behaviour request) from the child (Lartz, 1993; Gaustad, 1988). The following 
question types formed part of the dyadic interaction coding system: 
• Choice questions (CQ) - either/or or yes/no question 
• Product questions (PQ)- questions that seek information abeut the location, identity 
or property of an object, event or situation, and that are typically in the form of a Wh-
question. 
• Behaviour request (Breq) - requests that call for action, including those conveyed in 
the imperative form. Requesting an action or behaviour may be regarded as an 
attempt to control the child's behaviour during the particular turn-taking episode 
(Blennerbassett, 1984). 
Directives 
IThe coding category of 'directives' applied when the caregiver's communicative acts 
were used to direct the child's attention or to determine or manipulate the child's 
behaviour or action. Pratt (1991) and Nicholas and Geers (1997) applied the category oft 
airectives to these same caregiver intentions. Rushmer (1994) asserts that the topic of 
ail'ect.,ive communication must be approached with the greatest sensitivity and with the 
understanding that a family's communication style represents their best attempts to 
'nteract with the child. 
IThe following considerations were applied in exploring characteristics of caregivers' 
contributions that may help versus hinder the child's language and communication 
aeveloprnent. Firstly, directives were defined functionally according to the role they 
Jayed in discourse. Secondly, use of directives in the analysis was to be interpreted as it 
eiat0s to the use of questions and behaviour requests that serve to elicit a res'ponse; to 
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tunHakjng contingency; and to topic changes that either contribl1te or do not contribut 
towards breakdown. Thirdly, possible reasons for the caregiver being directive were 
considered. Duchan (1989) point out that such reasons may relate to the child ' 
responsiveness. 
ifhis category is more subjective than other categories (Pratt, 1991). Guidelines were tim 
employed in the decision-making process. 
• Attention directives (AD) included utterances containing aspects such as the 
child's name, look/see verb. locative, or a specific attention-getting or altention-
directing strategy. 
• Behavioural/action directives (RD) included utterances requesting, suggesting, 0 
commanding a particular behaviour or action, e.g. GIVE BALL. 
Clearly, directives comprised communicative functions that were assigned particular 
codes. Coding of these functions (e.g. behaviour request) was necessary prior to the 
coding of the corresponding attention and behaviour directives. 
A4. Cohesion UlOCUtiODS 
Cohesion ilIooutions are those acts that appeared to function mainly to respond to the 
conversational partner as well as to maintain conversational flow and discourse cohesion 
(Conti-Ramsden,1990). Meaning illocutions for the purposes of transaction differ from 
cohesion illocutions that apply to the dynamics of communicative behaviours that are 
meaningful in the context of interaction. 
Responsives 
ccording to Smith and Leinonen (1992) a basic conversational exchange structure 
consists of initiation and response. The following responsive functions by caregiver 
were included in the present coding system. 
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• Cbojce answers (CA.): ca-regiver llnel'anCes that provide information requested by 
ch io questions that were asked either by the caregivers themselves or by the 
chiTdren. 
• ProduCt answer-s (P A): caregiver utterances that complement wh- questions by 
providing info~mation about the identity, location, properties and possession ot 
objects or people. The wh- question may have been asked either by the caregiver or 
by the child. 
~hese two response functions correspond to produot and choice questions and hence 
indicate the levels of coding carried out. 
• Acknowledgements and Praise (ack) 
The use of acknowledgement and of praise was combined as one category because the 
nature of these communication behaviours is one of reinforcement. 
~cknowledgements are utterances in which the caregiver recognises prior infonnatio 
rovided by his/her child, and s/he responds by agreeing, acknowledging or disagreeing 
(Meadow, Greenberg, Erting & Cannichael. 1981). Praise is given when the caregive 
approves or encourages the child and/or the child's actions (Meadow et ai, 1981; 
Greenberg, 1980b). For example: "That's nice"; mother smiles and signs GOOD. 
Regulatives 
eguJatives are communicative devices used to maintain conversational flow and 
ersonal contact between communication partners. They may serve to temper the 
conversation in order to understand the communicative message and be understood 
(Conti-Ramsden, 1990). Attention-getting strategies and the use of repetition constitute 
(he cortlmunication device ofregulatives in this study; 
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• Attention (AG) 
~s is the ca.se with eye gaze, attention-getting devices are disc€o Irse strategies in the 
communication of the deaf, and they relate to visual attunem nt as well as to semantic 
contingency (Galloway & Wall, 1994). 
Attention-getting strategies are devices used by a communication partner in 0rder to gain 
the other's attention to him-/her-self, to people or objects (Prenderga t & McCollum, 
1996), for the purpose of further communication (Gaustad, 1988). For example, a mother 
:waves her hand in front of her child's face and because the child does not respond she' 
taps her child's arm. Eye contact is established and the mother b gins to sign and! r' 
peak her intended utterance. It follows from this example that attention-getting strategie 
can be employed in order to gain or regain attention before initiation. 
~ttention-directing describes the devices used to identify for the listener the objects. 
ersons and events referred to in the utterance (McTear, 1985). For example, tbe motber 
oints to a picture in the book in order to direct the child's attention to this picture and 
she provides a label for the corresponding picture. 
!Attention- getting and -directing strategies employed by the caregivers were grouped in 
one category, namely attention-getting strategies which were either classified a 
uccessful or unsuccessful. Successful strategies included those that were followed by the 
child's gaze either to the caregiver or to the object or picture towards which attention was 
(iirected, within the same communication event. Successful strategies were then assigned 
the code for attention directives. Unsuccessful strategies formed part of the breakdown 
analysis. 
iVerbal and non-verbal attention-getting strategies were grouped as follows (Cole & St. 
Clair-Stokes, 1984a, b): 
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I t 
• Physical or tactile (AG p) - any form of physical contact between caregiver and child and 
approach to gain the child's attention (e.g. lapping, stroking; manipulation of the body or 
clothing); 
• Vocal (AG v) - any form of vocalisation to gain the child's attention (e.g. mother calling 
child's name); only included in the analysis when simultaneously used with one or more 
other forms of attention-getting strategies. Vocalization alone constituted breakdown; 
• Gestural or visual (AG g) - any method to gain the child's attention other than the use of 
physical or vocal strategies. For example, waving in front of the child's face; placing an 
object or manipulating an object within the child's field of vision; moving into the child's 
field of vision. 
Gestural strategies exclude the use of pointing because of the importance of pointing in sign 
language development. Unlike tapping for example, pointing is integrated into sign 
utterances (Ackerman & WolI, 1990). All points were coded as communication devices in 
the sign modality. 
"'~-------------------------------------------------------------------i 
• Pointing to gain or direct attention (PAG) - points directed at something concrete (e.g. 
I 
object or picture) present in the context of the interactions. 
Pointing as an attention-getting device may have comprised points that served as 
demonstrative pronouns (DemPro), namely points that represented sjgns such as THIS, 
THAT, THERE, and HERE. The context of the interaction determined whether the point 
served simply as a demonstrative pronoun or additionally as an attention-getting device. This 
context concerns among other factors, the child's direction of eye gaze prior to the point. 
Points as attention-getters were coded as either successful or unsuccessful in gaining the 
attention of the child and/or directing the child's attention. A successful point was one that 
attracted the child's gaze to the caregiver or to the item indicated within the same 
communicative event. 
Points that served to attract or direct the child's attention were frequently integrated into 
signed utterances. The success of these points was determined according to the context in 
which they were employed. Unsuccessful points resulted in communication breakdown. 
• Signed (AGs) - a signed utterance may be used to attract the child's attention. 
• Combination of attention-getting strategies - simultaneous use of a combination of attention-




• Repetitrou and Partial Rep(>titions (I'ep) 
iThe category of repetition refers to self-repetitions; where the caregiver rep ats bislberi 
own previous utterance/ communicative act (Cole & St. Clair Stokes. 1984b; Nicholas & 
Geers, 1997). Caregivers' repetitions may be repetitions of the target word (or sign) 
within an utterance, thereby supplying a model and indicating acceptance (McCartney. 
1989) or be multi- word or -sign utterances. Moreover, the repetitions may be of the 
complete or of part of the previous utterance. 
rrurn-taking Contingency (TTcon) 
Ifum-taking contingency (Prutting & Kirchner, 1987 in Kastan, 1999) was included foo 
se in the contingency coding system. The focus was the caregivers' use of semantic 
contingency in the turn-taking episodes rather than the turn exchanges per se within the 
Clyadic interactions. The following definition of a tum indicates the nature of the 
caregivers' utterances that were coded in this study, while the nature of turn-taking 
behaviours highlights the importance of context in semantic contingency. 
turn is defined by Edwards and Gannan (1989) as any contribution of either partner in 
the interaction, including supportive interventions such as "mm", "yes", etc. which do no 
. terrupt the other's fluent groups. These authors point out that this definition yields a 
igher number of turns than would appear in a more conservative analysis. A turn-
taking behaviour is executed in a previously identified predictable tum-taking routine. 
oreover, the caregiver's tum must be preceded or followed by a child's tum, to b 
considered turn-taking (Warren, Yoder, Gazdag, Kim & Jones, 1993). 
Conti-Ramsden (1990) defines turn-taking as the smooth interchanges between parent 
and child. There is a Jarge body of evidence that indicates that mother-child interactions 
involve "synchronous alternations of turns and temporally linked behaviours" (e.g. 
runer, 1977 in Roth & Spekman, 1984:7). Tum-taking behaviour is also seen in the 
itualised and repetitive games that mother and child typically play. 
Since communicative interaction involves two or more people, tum-taking and 
eciprocity are implied (Ri~ke & Lewis, 1984). Tum-taking thus relate to semantic 
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c:onti ngency and "an be referred to as tum-taking contingertcy. A ' with turn-taklng~ 
conting,ency refers to the temporal relationship between the adult 's and the cJlild's 
behaviour, and it allows the child to as :ociate his/her behaviour and tlo1e Ilehaviour of 
his/her interactive partner (Lamb & Easterbrooks, 198 1). Turn-taking includes timing, 
contingent responding and the exchange of signals between caregiver and child (Nind & 
ewett, 1994). 
!An action or utterance or eye gaze pattern of the caregiver that is concerned with the 
arne topic with a preceding action or utterance and that adds information to the prior 
communicative act, was coded as turn-taking contingency (fTcon) (era s, 1984). The 
rior communicative act may be that of the caregiver or of the child. 
Iternatively, an action or utterance of the caregiver 
contingency when there was no communication breakdown but the caregiver changed 
the topic from that of the prior communicative act of the caregiver or of the child, as pa 
of the natural turn-taking episodes within the interaction. The topic change may hav 
occurred in two ways, namely, the caregiver: 
Gazing at something briefly and then re-engaging in joint-attention; or 
Introducing a new/different item or action and this item or action still related to 
the same general semantic theme. 
n this study, turn-taking contingency or a topic change may have been created by means 
of pointing in a turn-taking episode, hence the category of point-turn-taking (PTT). 
Pointing may have thus been coded as one or more of the following, namely point label 
tpersonal pronoun), demonstrative pronoun, regulative device as an attention-gettin 
strategy. and contingency device in point-tum-taking. 
B. Additional Parameters not included in the Contingency Coding System 
The coding system allowed for the functional analysis and the contingency analysis, 
focusmg on those communication behaviours that were not part ofa particular occurrence 
of communication breakdown. Two additIOnal analyses were undertaken in this study: 
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• Communication breakdown and repair; and 
• Aspects dlstinguishing signs. 
The acronyms for the parameters that were applied in coding are presented in parenthesis. 
B1. Communication Breakdown and Repair Analysis 
• Breakdown (bb) 
If one or more of the following criteria were satisfied, a breakdown in the communicative 
interaction between caregiver and child had occurred and the code for breakdown was 
assigned during the coding procedure. These criteria are primarily based on unsuccessful 
communicative acts and focus on the caregiver as the primary contributor of the cause for 
breakdown. 
(i) A communicative message that requires a response/action does not receive a 
response/action (Caissie & Wilson, 1995); 
(ii) The caregiver is unsuccessful in gaining or directing the child's attention 
because the child does not respond during the same general topic to the 
caregiver's attention-getting strategy; 
(iii) The child averts gaze (GA), (Greenberg, 1980a) or ignores the caregiver prior 
to the end of the particular communicative event; 
(iv) The caregiver's utterance is conveyed in the speech modality to the child, who 
is profoundly deaf and making use of sign as his/her primary means of 
communication; 
(v) The caregiver shifts the topic/activity abruptly, disrupting the smooth 
interchanges between caregiver and child (Conti-Ramsden, 1990); 
(vi) The caregiver or child does not attend directly to either, the first or the first 
few item/s of the other's signed utterance, or to that which the other was 
pointing. In the former instance, a point precedes the utterance, while in the 
latter instance a point follows the utterance (Swisher & Christie, 1989); 
(vii) The caregiver substitutes the intended sign with a semantically incorrect sign, 
glossed as ws by the Deaf research personnel. 
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Repair (repair) 
For purposes of this study, repau refers to the caregiver's ability to respond to 
communication breakdown with some form of repair. 
Repair may be defined as "the ability to persist in communication and to modify or revise 
a signal when faced with a failure to communicate". When a communicative message is 
not responded to or understood by the partner, it is necessary for the communicator to 
persist or attempt to repair the breakdown in order to achieve effective communication 
(Wetherby & Prizant, 1993 in Alexander, Wetherby & Prizant, 1997: 197/8). 
Some possible communication repair strategies assumed to be identified in this study 
included the use of attention-getting strategies, contingent eye gaze patterns, and 
following the child's lead. 
Alexander et al (1997: 198) assert that effective communication requires "the ability to 
secure and monitor the listener's attention, to highlight new infonnation and to modify 
messages if they are not communicated successfu lIy". In this regard, obtaining and 
monitoring the child's attention becomes an important responsibility in communicative 
interaction with the deaf child. Moreover, eye gaze is one of the most critical aspects of 
sign language, being a prerequisite for receiving information (Ackerman & Woll, 1990). 
In this study, contingent eye gaze patterns of the caregivers were believed to contribute 
toward communication repair. For example, caregiver's gaze in the same direction as 
that of the child, following breakdown, was coded as a repair strategy. Similarly, 
following the child's lead in the interaction, as another fonn of contingency, was 
regarded as a repair strategy following an incident of breakdown. 
B2. Aspects Distinguishing Signs 
Stokoe (1960) proposed that there are three aspects distinguishing anyone sign from 
another. These are as follows: 
a) The place where the sign is made; 
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b) The shape and orientation of the hand(s); and 
c) The action of the hand(s) fonning the sign 
These three categories include the location (place), handshape (HS) and orientation 
(0), and movement (Mvt) necessalY in the production of any particular sign. These 
aspects were considered in this study with regard to the signs of the caregivers. Only 
those signs that did not apply to the particular intended meaning of the sign were 
classified as wrong signs (ws). That is, an incorrect sign was selected rather than the 
aspects of the signs being incorrect. 
4.6.1.5 Coding and Tallying of Sign Language and Communication Parameters 
The method of coding employed in this study was to assign a particular colour code to the 
various language and communication parameters for the purposes of the caregiver 
functional analysis and the contingency analysis. Where applicable, codes included the 
modality and the Sllccess of the use of the particular parameter. These codes included the 
glossing carried out by the Deaf personnel. Additional codes were assigned to instances 
of breakdown and repair. All codes are presented for each of the parameters outlined in 
sections A and B of section 4.6.1.4 above while codes for glossing are presented In 
Appendix 5 (Refer to section 4.6.1.3 above). 
Figure 4.4 on the following page shows the steps implemented in the process of coding 
and tallying, once the transcription reliability measure equalled or exceeded 0.75 (see 




• Coded the language and communication parameters, including those glossed by the 














Perused the coded transcripts with a foclis on sign (llld sign-related aspects 
With increased experience in this process. the personnel began to transcribe and coele 
simultaneously as far as possihle and reliability measurement for transcription and 
coding were then carried out. This lillter procedure saved considerable time. 
] nter-coder reli a hil ity 
This measure \Vas obtained among the three hearing personnel. 
20~;') of randomly selected coded samples were used. 
An unsatisfactory measure called for discllssion among personnel and a second 
attempt to produce satisfactory coder agreement, 
In tra-coder reliability 
This \vas en Iculated for each of the heari ng personnel. 
The personnel re-coded 50% of 2 samples of pre-intervention interactions and 5()(~n Dr 
2 sJmp les of post-i ntervention in teraction s. 
Tall)' ing of codes 
!-learing personnel made tJlJies of all c.odes assigned, by meall~ of manual frequency 
counts. 
Thesc frequency counts provided for quantitative data to assisl in both quantitative 
and qual itative analyses. 
The totals used in the coding system comprised these 
assigned to the various parameters. 
Inter-scorer reli ability 
frequency COllnts of codes 
~ 
This measurement WClS carried out on the basis 0('20% randolnly selected samples'l 
Preparation of data .. 
Frequency counts were prerared for computational analyses to yield quantitative and 
qualitative tindings. 
Figure 4.4: Steps implemented in coding and tallying 
4.6.2 Treatment of Evaluation Questionnaire Data 
Treatment of the evaluatton questionnaires involved the researcher grouping the 
responses to the close-ended questions (ratings on a rating scale), and transcribing the 
responses to the open-ended questions from the audio-recordings. Translations were not 
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necessary since an interpreter was present during the interview questionnaires conducted 
with isiXhosa-speaking caregivers. The questionnaire data was to be analyzed by the 
researcher. 
4.6.3 Treatment of Focus Group Interview Data 
Treatment of the focus group interview data involved the training of personnel, 
transcription and translation of the raw data. In addition, measurement of reliability was 
carried out for transcription and translation. 
Those involved at this stage in the treatment of data were required to: 
Be L 1 Afri kaans and L 1 isiXhosa, and proficient in English 
Be an integral member of their specific language and cultural community 
Have had previous experience in transcription and translation of the nature 
necessary in this study 
Have attained a tertiary level of education. 
One of the two facilitators of the focus groups, who facilitated the English/Afrikaans 
speaking group, (personnel # 1) and an isiXhosa-speaking research assistant (personnel 
#2) assisted in the transcription and translation of the data obtained from the focus group 
interviews. The isiXhosa assistant was not the facilitator in the isiXhosa group 
interviews. Both research assistants are Speech-Language Therapists & Audiologists. 
Two additional research assistants were employed for the purposes of reliability checks. 
One assistant was an English/Afrikaans speaker (personnel #3) and one was an isiXhosa 
speaker (personnel #4). The objectives of the investigation and the proposed roles of the 
four research assistants in the treatment of the data were presented and discussed at the 
outset. They received training in terms of the requirements for transcription and 
translation. Reliability checks were discussed for transcription and translation between 
the two English/Afrikaans-speaking assistants and between the two isiXhosa-speaking 
assistants. Rather than point-to-point reliability measurement, any disagreements would 
be discussed together with the researcher. 
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All questions and responses of the interviews were transcribed verbatim from the video 
recordings by personnel #1 and #2, in order to allow for a detailed analysis. The English-
Afrikaans transcriptions were carried out, checked, corrected where necessary, and 
translated all into English by personnel #1. The isiXhosa transcriptions were carried out, 
checked, corrected where necessary and translated into English by personnel #2. 
Prior to translation, reliability measurement was carried out for the transcribed data. 
Personnel #3 transcribed and translated 20% randomly selected from both 
English! Afrikaans interviews and personnel #4 transcribed and translated 20% randomly 
selected from both isiXhosa interviews. Any disagreements regarding transcribed and 
translated data were discussed among the four research assistants together with the 
researcher. Transcriptions and translations were altered according to the consensus 
reached. 
Holloway (1997) points out the challenge in transcription in that people's voices vary. In 
this study, certain participant contributions could not be transcribed because either the 
participant spoke inaudibly, or more than one participant spoke simultaneously. 
The English translations were to be analysed by the researcher. Discussions with the 
facilitators were held with regard to their impressions following the facilitation of the 
interviews. Similar discussions were held with the isiXhosa speaking research assistant 
(personnel #2) Who transcribed and translated the isiXhosa interviews. The data was read 
through numerous times by the researcher together with personnel #1 and #2, to ensure 
familiarity. This was considered to be a major advantage as it allowed the researcher to 
become familiar with the data and in so doing, allowed for the process of data analysis to 
begin (Minichiello et aI, 1990). In total, approximately 55 hours of transcription and 
translation for the isiXhosa group and 43 hours for the English-Afrikaans group were 
carried out. 
Since the researcher was representative of a different cultural and linguistic group to that 
of the informants, feedback and explanation of for example cultural and traditional 
systems, was of great importance in preparing for the analysis of the transcripts. 
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4.7 ANALYSIS OF DATA 
Following the above-mentioned treatment of the pre- and post- intervention video data 
and the post-intervention interview data, both qualitative and quantitative analyses were 
carried out in the evaluation process. Methods of analysis of data were adopted from 
both the positivist/post-positivist and constructivist-interpretive perspectives in an 
inclusive, complementary manner. Analysis of aspects of language and communication 
pre-post intervention was predominantly quantitative in hature but also yielded 
qualitative information, linking more with the positivist/post-positivist paradigm. 
Analysis of the evaluation questionnaire and focus group interview data was qualitative, 
linking more with the interpretive paradigm. 
4.7.1 Analysis of Communication and Sign Language 
4.7.1.1 Quantitative Analysis 
In line with an observational research design, communication parameters were 
considered in terms of frequency of occurrence. The majorityiof this data collected pre-
and post- intervention was subjected to computational statistical analysis procedures, in 
consultation with two statisticians, in order to determine evidence for the existence of 
change over the course of the intervention and to explore relationships between particular 
communication variables. Both descriptive and inferential: statistical analyses were 
carried out in the evaluation of the intervention programme. 
Statistical procedures suitable for a within-subjects design apd for the sample size of 
sixteen were employed. Rather than the commonly used p~rametric statistical tests, 
equivalent non-parametric tests appropriate for small samples were employed. These 
included the Wilcoxon signed-ranks test rather than the paire:d samples t-test; stepwise 
regression analysis; and Spearman's rank correlation rather thah Pearson's correlation. 
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For the purposes of this study, probability levels of 0.05 and of 0.01 were applied in 
interpreting the reliability of the statistical results. By convention p<0.05 is a first 
numerical indicator for change while p<O.OI allows for stronger evidence. The lower the 
p-value, the stronger the numerical evidence for change (Howell, 1989). Any change 
identified in the analysis procedures was considered in terms of statistical as well as 
clinical significance, rather than a sole reliance on the statistical tests for the purposes of 
evaluation. 
4.7.1.2 Qualitative Analysis 
Qualitative methods (e.g. interviews, videotaping) are typically employed in research of 
this nature (e.g. Spencer, 1993; Rea et aI, 1988; Pratt, 1991; Mac Turk et aI, 1993). 
Some of the frequency data collected on the basis of the caregiver-child interactions was 
not subjected to statistical analysis but rather contributed to rich qualitative information 
on aspects of communication transaction and interaction, complemented by qualitative 
notes recorded during the treatment of data. For example, contextual information 
regarding communication breakdown may well enable possible explanations for 
breakdown and any attempts or lack thereof at repair. 
Qualitative information was particularly useful in identifying common trends and in 
complementing quantitative data. In addition, this source of information contributed 
towards achieving triangulation in this study (see section 4.8). Furthermore, the use of 
qualitative information enabled real descriptions of real situations to be documented, and 
served as a means of capturing the richness of the data recorded during the caregiver-
child interactions. 
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4.7.2 Analysis of Evaluation Questionnaire 
4.7.2.1 Qualitative analysis 
A thematic analysis 12 procedure, carried out by the researcher; was implemented post-
intervention on the sixteen evaluation questionnaires. In view of the short length of the 
questionnaire and responses relative to the focus group interview questionnaire and 
responses, a small-scale thematic analysis was adequate. The'findings of this analysis 
served to complement the findings of the focus group interviews, hence contributing 
towards triangulation (see section 4.8). The comprehensive thematic analysis procedure 
will now be presented. 
4.7.3 Analysis of Focus Group Interview Data 
4.7.3.1 Qualitative analysis 
Prior to the data analysis, all raw data had been gathered, transcribed and translated into 
English. The data obtained from the post-intervention group interviews was not simply 
I 
analysed in accordance with the questions presented to the caregivers. Analysis was by 
means of a complex, qualitative series of procedures adapted from a system of analysis 
devised by Michelson (1997) that was informed by a number bf sources (Patton, 1990; 
Corbin & Strauss, 1990; Marshall & Rossman, 1995). A thematic analysis, involving 
several stages of analysis and organisation of information, was undertaken. The stages 
depicted in Figure 4.5 are described in more detail below this figure. 
12 Thematic analysis requires the researcher to identify themes and patterns in interviews by means of 
listening to the interview data and reading the transcripts. This process involves searching the data for 
related categories (Holloway, 1997). I 
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1. ORGANISE THE DATA 
• Ensure all data available for analysis 
• Ensure familiarity with data 
D 
2. INITIAL CLASSIFI CATION O F THE DATA 
• Read through ihe iranscriprions, commenting in the marg in 
• Label phenomena 
• Compare incidents so that COOUl10n phenomena receive common names 
3. G ENERATE CATEGORJES, TH EMES AND PATf ERi'\S 
• Group or categorize concepts 
• Name categories 
• Describe categones Into properties and dlmensions 
• Detennme convergence and divergence 
a) Look for regularities 1I1 data 
b) Judge categories in terms of: 
- J ntemal homogeneity 
- External homogeneity 
c) Verify meaningfulness and accuracy of data 
d) Pnontise categories 
e) Test sets of categones for completeness 
• Extend c3tegories via extension, bridging and surfacing 
4. CHALLENGE EMIW.GENT HYI'OTHES ES 
5. SEARCH FOR A LTERN ATIVE EX PLANA'I'I0NS 
Figure 4.5: Stages of Thematic Analysis of Focus Group Interviews 
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In the initial stage, the researcher ensured that all data had been collected to be available 
for analysis. A time-consuming interpretive process comprising numerous readings of 
the transcripts followed, allowing the researcher to become familiar with this 
information and thereby facilitating further analysis (Patton, 1990; Marshall & Rossman, 
1995). 
The second stage marked the beginning of the coding process, in which a content 
analysis was conducted. The researcher was required to read through the four transcripts 
and to comment on them in the margin (Patton, 1990). These comments included ideas 
and perceptions of particular observations and segments of the transcripts. Each of these 
incidents, ideas or events was assigned a label that was felt to represent those 
phenomena. The process whereby phenomena are named and coded is referred to as 
'open coding' (Burnard, 1991; Corbin & Strauss, 1990). Incidents were then compared 
for common phenomena to be assigned common names (Corbin & Strauss, 1990). The 
data was conceptualised in this manner to facilitate the large amount of data in the 
transcriptions. 
Once the phenomena had been identified, they were reduced to categories. Categories 
were assigned names that were more abstract than the names assigned for the concepts. 
Category names were still however sufficiently transparent in order to remind the 
researcher of the raw data. Categories were further developed in terms of their properties 
and dimensions (Corbin & Strauss, 1990). These characteristics formed the basis for 
differentlating categories and sub-categories. 
Patton (1990) suggests that data be organised into topics and files. Therefore, each 
category was allocated a separate category sheet. A coding procedure was carried out to 
ensure that the context of the data remained intact during further analysis. Information 
pertaining to a topic was then cut from a copy of the original data and inserted within a 
category sheet. 
At this stage in the analysis, categories were examined for convergence, divergence and 
completeness, as proposed by Guba (1978 in Patton, 1990). That is, patterns and 
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categories were < fleshed out' (divergence) in order to ascertain which infolmarion could 
be grouped (convergence) appropriately in particular categories. This process was 
achieved in the following way, as proposed by Patton (1990): 
• Searching for regularities in the data 
• Judging categories in tenus of their internal and external homogeneity'J 
• Working back and forth between the data and classification systems to verify 
meaningfulness and accuracy of placement of data within certain categories 
• Prioritizing categories by determining which categories were more important in terms 
of features of saliency, uniqueness and credibility. 
Sets of categories were tested for completeness by: 
• Extension - building on items of infonna[ion already known 
• Bridging - making connections between different items 
• Surfacing - proposing new infonnation and verifying its existence. 
At this stage certain categories were combined to fonn themes, defined by Ely (1991) as 
statements of meaning that run through most of if not all of the data. 
In the final stages, the data were searched in order to find infonnation that challenged 
the established hypotheses (Corbin & Strauss, 1990). When challenging the patterns 
that seemed to be apparent, alternative explanations were sought out, identified and 
described. It was deemed necessary to demonstrate the reason for a particular explanation 
being the most plausible (Corbin & Strauss, 1990). 
4.8 QUALITY CONTROL 
Particular procedures were adopted to ensure that the results of the research were reliable, 
valid and free from bias. 
I) Internal homogeneity refers to the extent to which dat.a in a category hold together. External homogeneity 
refers to the extent to which differences in a category are bold and clear (Guba, 1985 in Patton, J990). 
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4.8.1 Reliability Measurement for Communjcation Transact jon and Interaction 
Data 
"Reliability should be a central concern because it is a necessary, although not sufficient, 
prerequisite to the validity of scores" (Strong & Shaver, 1991:96). If assessment is not 
reliable, that is, if the results of measurement are not consistent and repeatable, scores 
will lack meaning (Strong & Shaver, 199]). 
Numerous studies reveal that transcriptions and coding of the same utterance may show 
considerable differences. These differences may arise either when the treatment of data is 
carried out by different transcribers (between-observer valiation) or by the same 
transcriber but at different times or under different conditions (within-observer variation), 
(e.g. Pye, Wilcox & Siren, ] 988 and Shriberg & Lof, 199] in Cucchiarini, ] 996). 
Moreover, perceptual judgements are subjected to measurement errors in that they tend to 
include an element of subjectivity (Cucchiarini, 1996). 
In view of the above precautions, reliability measures or rather agreement indices were 
provided in this study because transcription data was generated and used. As outlined in 
the steps carried out in the treatment and analysis of data, both inter- and intra-rater/coder 
reliability measures were carried out for transcription and coding of data. Inter-rater 
reliability measures were carried out for tallying the particular codes. 
It is believed that reliability of observations in this study was enhanced by the in-depth 
nature of the personnel training prior to the treatment and analysis of data, and the 
researcher's support offered throughout. Moreover, multiple viewings of the video-taped 
data were carried out and all personnel worked independently as we] I as in collaboration 
throughout the treatment and analysis of data. The contributions of the research personnel 
consisting of two Deaf and three hearing personnel were believed to contribute towards 
enhanced validity of the findings of this investigation into caregiver-child communicative 
interaction. 
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Reliability scores were calculated using the formula of: 
Agr,:cll1cnls + I Agr"emenls I Disagreement s] 
A percentage was then calculated, 
This fOlmula has been commonly employed in reliability measurement in previous 
studies (e,g, Ogilvy, 1995; Lederberg, 1993; Lartz & Lestina, 1995; Hampson & Nelson, 
J 993). 
The method of point-to-point agreement was employed, This method is perhaps the most 
widely used method of calculating inter-judge agreement in within-subjects research 
literature (Hawkins& Dotson, 1975 and Kelly, 1977 in Reynolds & Keams, 1983). 
A minimum acceptable reliability value of 0,75 (Silvennan, J 977) was required for this 
study. If this value was not achieved, an attempt was made to resolve any disagreements 
between the personnel involved in transcribing, coding and tallying, by having them 
review and discuss the data until an agreed rating Or value was achieved, Nicholas and 
Geers (1997) propose this method whereby analysis is based upon the clear and 
unambiguous communicative acts on which all those involved in transcribing, coding and 
tallying agree. 
The results of point-to-point reliability will now be presented, 
4.8.1.1 Transcription Reliability 
• Inter-transcriber reliability 
The percentage of agreement between the three hearing personnel for transcription 
reliability was high, averaging 86,07% across the 16 subject dyads for pre-intervention 
interactions and 89.29% for post-intervention interactions. Satisfactory reliability was 
therefore obtained. 
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• Intra-transcriber reliability 
Intra-transcriber rei iabi I ity checks were perfom1ed in order to monitor for transcriber 
drift. Significant drift was not identified on the basis of this measure and intra-transcriber 
agreement was high. Reliability scores for the three hearing personnel were calculated as 
97%,91.08% and 92.3% for pre-intervention interactions and 94.57%,90.75% and 89% 
respectively for post-intervention interactions. Reliability scores for the two Deaf 
personnel who glossed the data were calculated as 77.8% and 82.4% for pre-intervention 
interactions and 78.62% and 80.3% for post-intervention interactions. 
4.8.1.2 Coding Reliability 
• Inter-coder reliability 
The percentage of agreement between the three hearing personnel for coding reliability 
was satisfactory, averaging 78.2% across the 16 subject dyads for pre-intervention 
interactions and 79.46% for post-intervention interactions. Inter-coder reliability scores 
were lower than those for transcription reliability, in that coding of particular language 
and communication parameters proved to be complex for the two hearing personnel who 
assisted the researcher. 
For example, the complex nature of semantic contingency 111 interaction sometimes 
presented uncertainties. The levels of coding of parameters confounded such 
uncertainties. For each item in the transcript, the coder is to consider the need for codes 
for the particular function of the communicative contribution, the modality, the success of 
its use, its possible role in contingency (e.g. in imitation), and whether or not it serves as 
a directive device. A sound knowledge of the theoretical underpinnings of the language 
and communication parameters, practical experience in the field of parent-child 
interaction, and practice in the use of the coding system is clearly necessary for its 
effective use. 
• Intra-coder reliability 
Calculation of intra-coder reliability allowed for the monitoring of possible coder drift. 
Reliability scores for the three hearing personnel were calculated as 90.02%, 77.78% and 
147 
79.29% for pre-intervention interactions and 91.36%, 79.16% and 81 % respectively for 
post-intervention interactions. 
4.8.1.3 Tallying of Frequency Counts of Codes 
• Inter-scorer Reliability 
As was the case with transcription and coding reliability, reliability of tallying was 
satisfactory across personnel. The average percentages of agreement were calculated as 
91.2% across the 16 subject dyads for pre-intervention interactions and 93.3% for post-
intervention interactions. 
4.8.2 Reliability of the Evaluation Questionnaire Data 
The researcher did not rely upon inter-rater reliability measures for the accuracy of the 
transcriptions of the evaluation questionnaire responses. Only the responses to the open-
ended questions needed to be transcribed. These responses were typically short in length 
and of little complexity, contributing to ease of transcription. Transcription of the 
responses was believed to be adequately reliable for the following reasons. The 
researcher was present during the interviews and later transcribed the audio-tape recorded 
responses to the open-ended questions. With regard to interviews conducted with the 
isiXhosa-English interpreter involved in the delivery of the intervention programme, a 
direct translation of the caregivers' responses was not necessary for the purposes of the 
thematic analysis. The translation provided by the interpreter was believed to be adequate 
on the basis of the strong working relationship between the researcher and the interpreter, 
as well as between the caregivers and the interpreter. Moreover, the verbal manner of 
presentation and discussion is believed to have enhanced the reliability in that 
clarifications were possible at the time of the interviews. 
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4.8.3 Reliability of the Focus Group Interview Data 
Reliability of the transcription and translation of focus group interview data was 
ascertained through comparing 20% of each of the four focJs group interviews. To 
handle language differences and artefacts, first language Afrikaans and isiXhosa 
speakers, who were proficient in English and who had attained a tertiary level of 
education, carried out this reliability check together with the researcher. 
Satisfactory reliability was obtained for inter-rater reliability of transcription and of 
translation of all focus group interviews. Any disagreements regarding transcribed and 
translated data were discussed among the research assistants together with the researcher. 
I 
I 
Transcriptions and translations were altered according to the consensus reached. 
Reliability was enhanced in that the research assistants had previous experience in this 
field of work and were proficient in English. Moreover, as is the case with the evaluation 
questionnaire interviews, the verbal manner of presentation and discussion in the focus 
I 
group interviews is believed to have enhanced the reliability in that clarifications were 
possible at the time of the interviews. 
4.8.4 Reliability and Validity in Outcome Evaluation 
Useful outcome measures must be both valid and reliable fOf estimates of effect to be 
regarded as credible. Validity is questionable if measures do not represent programme 
I 
I 
goals and objectives, while an unreliable outcome measure is likely to underestimate the 
effectiveness of a programme (Rossi & Freeman, 1993). 
Two key characteristics of the results of an outcome evaluation are reproducibility and 
I 
generalisability (Rossi & Freeman, 1993). Heath and Levin (1991) assert that no human 
service programme is truly replicable, since important variations in the social context of 
the programmes strongly influence programme effectiveness' and contexts vary in an 
important way. While experimental control and statistical rigour are usually desirable in 
I 
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evaluation, they may be neither attainable nor appropriate in many early intervention 
programmes (Simeonsson & Bailey, 1991). The nature of child and family phenomena 
and the social and clinical context may not warrant the level of measurement and 
evaluation precision that is characteristic of traditional experimental and analytic 
r 
manipulations (Simeonsson & Bailey, 1991). These factors are relevant in this study in 
which an intervention programme was implemented with a group of caregiver-child 
dyads from disadvantaged communities, and in which ethical considerations arose that 
influenced the degree of experimental rigour possible. Considerations regarding control 
groups are presented in this study. Rossi and Freeman (1993) highlight that before-and-
after studies are among the' least valid of assessment approaches primarily in relation to 
difficulties experienced in obtaining control groups. 
Generalisability refers to the extent to which the findings of an outcome evaluation can 
be extrapolated to similar programmes or from the programme as tested to the 
implemented programme (Rossi & Freeman, 1993). In this study, generalis ability of the 
findings may be supported by factors relating to the sample and the setting, as 
recommended by Rossi and Freeman (1993). However, the focus was to improve the 
effectiveness of the programme at a specific time for a specific group of people (see 
section 4.8.4.2 A). 
With regard to the sample, the sample of target units is to be an unbiased sample of the 
targets that will be or actually are the clients of the programme (Rossi & Freeman, 1993). 
The caregivers and their Deaf children of this study are believed to constitute an 
appropriate sample of the population of clients in that participation was on the basis of 
selection criteria that comply with the goals and objectives of the communicative 
intervention programme. These criteria applied to children referred to a centre for 
hearing-impaired and deaf children within a tertiary hospital setting, and to their 
caregivers who had not received prior formal intervention. The evaluation was centre-
based and conducted in the same setting as that of the programme being evaluated. The 
setting is to resemble that which will characterise the enacted programme (Rossi & 
Freeman, 1993). 
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Generalisability of results may well be influenced by variants of the intervention 
programme (Rossi & Freeman, 1993). For example, the rese~rcher who compiled and 
administered the intervention conducted the evaluation. Outcome may not be 
generalisable to programmes for example, that are administered by professionals who do 
not have the same levels of commitment and skill without prioJ training. 
I 
4.8.4.1 Validity of Data on Communicative Transaction and Interaction 
Validity relates to measures being representative of the programme goals and objectives. 
The video analysis procedure focused on language and cdmmunication parameters 
reflected in the goals and objectives of the intervention programme. The use mostly of 
quantitative analysis (e.g. frequencies of occurrences of language and communication 
strategies) supports a view that the reported frequencies deri~e their validity from the 
application of validity inferences to the processes and judgements exercised prior to the 
quantitative analyses. 
4.8.4.2 Validating the Data at the Level of Thematic Analysis 
i 
Qualitative research is seen to possess high internal validity that is achieved when the 
researcher is able to demonstrate evidence for the statements and descriptions made. 
I . 
Researchers indicate that they demonstrate the reality of partieipants through a coherent 
story line and quotations from their interviews (Patton, 1990). 
Focus groups are said to be valid if they are employed to ans'ter research questions that 
are suited to focus group usage (Krueger, 1994). Findings are valid only if the group 
facilitator aims to determine the views, perceptions and f6elings of participants as 
I 
opposed to trying to generate decisions and to create consensus (Stewart & Shamdasani, 
1990 in Holloway, 1990). Furthermore, the researcher is to interpret the data based upon 
the participants' experiences of personal and social reality so !as not to risk constructing 
or imposing an inaccurate view of their reality (Minichiello et aI, 1990). The same type 
of interpretation is necessary for the validity of findings for the evaluation questionnaire. 
I 
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Internal validity has priority in qualitative research (Holloway, 1997). The 
generalisability of the research - external validity - is more difficult to establish in that 
qualitative research is usually specific to a particular location and time (Holloway, 1997). 
Numerous qualitative researchers assert that quality in qualitative research is to be 
assessed differently from quantitative research. For example, Guba and Lincoln (1989) 
and Erlandson, Harris, Skipper and Allen (1993) in Holloway (1997) adopt the notions of 
trustworthiness and authenticity as alternatives to validity. In line with these notions, the 
research is said to be trustworthy if the research process is carried out fairly and the 
product is truly representative of the participants involved. A study is authentic when 
chosen strategies are suitable for the true reporting of the participants' ideas (Lincoln & 
Guba, 1985 in Holloway, 1997). 
The techniques and methods employed to ensure the integrity, validity, and accuracy of 
findings in this study include the elements of trustworthiness advocated by Lincoln and 
Guba (1985 in Holloway, 1997) and Guba and Lincoln (2005). According to these 
authors trustworthiness involves the elements of credibility, transferability, dependability 
and confirmability. 
Enhancing the quality and credibility (or validity) of this study was based upon 
suggestions primarily by Patton (1990), Lincoln and Guba (1985 in Holloway, 1997), 
Guba and Lincoln (2005), DePoy and Gitlin (1994) and Joubert and Katzenellenbogen 
(1997). The numerous constructs applied in this study are described below. 
Patton (1990) recommends the following criteria for a credible qualitative study: 
A. Rigorous' techniques and methods for the collection and analysis of data 
B. Credibility of the Researcher 
C. Philosophical assumptions of the research design 
152 
A. Techniques for the Collection and Analysis of Data 
Patton (1990) recommends rigorous techniques and methods for the collection of high-
quality data that are analysed with caution, and furthermore th~t the issues of validity, 
reliability, and triangulation must by addressed. I 
I 
Techniques of analysis, according to Patton (1990), that can enhance the quality and 
validity of qualitative data include searching for alternative explanations, explaining 
instances and cases that do not comply with the identified trends,! and triangulation. Each 
I 
of these techniques was applied to some extent in the present study, as is indicated in the 
presentation and discussion of the findings. A particularly important technique requiring 
attention and reportage is that of triangulation. 
• Triangulation 
Triangulation strategies serve to reduce systematic bias in the data in that triangulation is 
a process whereby the findings are checked against other sources and perspectives 
(Patton, 1990; DePoy & Gitlin, 1994). In this way, the researcher can demonstrate that 
I 
the study's findings are not simply as a result ofa single method (methods triangulation), 
a single source within the same method (triangulation of data sources), a single 
investigator's biases (investigator or analyst triangulation), or ~ single theory (theory or 
perspective triangulation). Use of triangulation indicates a reco~nition that the researcher 
needs to be open to more than one way of looking at things (Patton, 1990). Triangulation 
played an important role in this study in highlighting a clinical perspective on the 
intervention programme as opposed to a sole reliance upqn statistical results and 
interpretations. 
Triangulation of methods and of data was employed through the use of multiple 
methods in programme evaluation, namely analysis of caregi~ver-child communicative 
interaction, evaluation questionnaire interviews and focus group interviews. Moreover, 
rather than a single source of data within the same method, the primary sources of data 
I 
were the caregivers and the communicative interactions between the caregivers and their 
children. In addition, a comparison of quantitative data (e.g. results of caregiver-child 
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, , 
communication interaction) and qualitative data (e.g. observations of communication 
interaction, evaluation questionnaire responses, transcription of focus group interviews) 
was undertaken. Triangulation of quantitative and qualitative data is therefore a form of 
comparative analysis useful in enhancing the quality and credibility of the findings 
(Patton, 1990). 
The triangulation of data by mUltiple methods was considered to be essential to answer 
many important questions in research, where there is a combination of complex processes 
involving a number of factors over time (Cassel & Symon, 1997). Combined with 
observation, interviews allowed the researcher to understand the meanings that 
participants hold for their everyday activities (Marshall & Rossman, 1995). Moreover, 
the combination of methodologies in the study of the same phenomena strengthens the 
study design (Patton, 1990). 
Triangulation was further achieved by means of a comparison of information obtained at 
different stages and by different means within qualitative methods (Patton, 1990). 
Comparisons and cross-checks for consistency were made between data derived from 
observations pre-, during and post- intervention, the evaluation questionnaire data and 
focus group interview data. 
A further triangulation strategy employed was that of investigator or analyst 
triangulation. Various research assistants at various stages in the research process were 
involved in the collection, treatment and analysis of data, rather than the researcher alone. 
Two interviewers, excluding the researcher, facilitated the focus group interviews so as to 
reduce potential bias arising from a single person (e.g. researcher) collecting all the data 
(Patton, 1990). In addition, multiple observers were employed during the intervention 
programme, including the interpreter and the Deaf, signing adults involved in programme 
delivery. The related strategy of triangulating analysts was employed in that more than 
one research assistant transcribed, coded and scored the communication data. Analyst 
triangulation was further achieved in that additional research assistants were involved in 
transcribing and translating the interviews and comparisons were made. 
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Finally, theory triangulation was employed in that mUltiple perspectives were used to 
interpret quantitative and qualitative data. A difference between the process involved for 
quantitative and qualitative data is that qualitative research is data-driven as opposed to 
theory-driven. Theory is generated from the data collected ini that it is grounded in the 
I 
data. This theory generation allows for flexibility in the plrocess of conducting the 
I 
research and allows the researcher to formulate new hypotheses and alter previous 
hypotheses as the research progresses (Cassel & Symon, 1997). 
• Credibility 
Credibility exists when participants recognise the truth of the study's findings in their 
own social context. Triangulation is one of the checks on the truth-value (Lincoln & 
Guba, 1985 in Holloway, 1997). 
According to Miller and Kirk (1986) it is not possible to control all research variables. In 
this study, an attempt was made to control for the following variables: 
All participants satisfied the participant selection criteri'a. In this way, the quality 
and the credibility of the data obtained in the interviews was ensured. 
The characteristics (e.g. socio-economic and cultural) of the 
participants/informants were presented so that the findings could be interpreted in 
context. Joubert & Katzenellenbogen (1997) point out t~e importance of reporting 
these characteristics in order to provide an indication of the reliability of the 
I 
responses in qualitative research. A detailed participant idescription is presented in 
this study. It is believed that the responses of the caregivers are reliable and that 
the findings could be correctly interpreted within context. Moreover, a 
description of the programme to which the participants had been exposed in this 
study was presented. As a result, an indication of the reliability of the responses 
has been made possible (Joubert & Katzenellenbogen, 1997). 
Research methods and participants have been carefully described and 
contextualised. In so doing, boundaries of the study are established (i.e. the 
parameters will have been identified) and the credibility and hence the validity of 
, 
the research is ensured. 
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The small segment of focus group interview data that could not be transcribed 
could be attributed to speaker variables. Firstly, the caregivers' voices were 
sometimes inaudible. Secondly, more than one caregiver spoke simultaneously at 
times. 
• Transferability 
Transferability implies generalisability - or external validity - of findings to similar 
contexts or participants (Lincoln & Guba, 1985 in Holloway, 1997). In this study, the 
data has been described accurately and in detail in its context. However, the aim of the 
evaluation was not to generalise the findings beyond the particular setting. The purpose 
of evaluation is a formative evaluation to improve the effectiveness of the intervention 
programme at a specific time for a specific group of people (Patton, 1990). Moreover, the 
small sample sizes in qualitative methods are a common concern and makes 
generalisation difficult (Patton, 1990). Yet, findings on a sample, however large, 
frequently lose sight of their context and the richness of the data when generalisations are 
made across time and space (Patton, 1990). 
• Dependability 
Dependability - or reliability - refers to consistency and accuracy that can be indicated 
by means of an audit trail (Lincoln & Guba, 1985 in Holloway, 1997). According to 
Polgar and Thomas (1991) the researcher is more a part of the phenomenon under 
investigation in qualitative research than in quantitative research. An audit trail involves 
the researcher reporting the path of the research (DePoy & Gitlin, 1994) by recording 
details on the methods and decisions made prior to and during the research process 
(Holloway, 1997). The purpose of the audit trail is to allow readers to judge the 
trustworthiness and authenticity. Through the quality of the audit process, the researcher 
can demonstrate the quality, credibility and rigour of the work (Rodgers & Cowles, 1993 
in Holloway, 1997). 
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The elements of the audit trail as outlined by Holloway (1997) that were involved in this 
study include: 
A description ofthe research design that includes the ai~s of the study 
A record of the materials, methods and procedures 
An explanation of the location of participants 
A description of the data collection and analysis processes 
Excerpts from the data (such as quotes of caregive~s from the focus group 
interviews and excerpts from caregiver-child communidative interactions) 
Moreover, the context was described in detail in this study. Although not documented 
here, the researcher also recorded field notes at various stages in data collection (e.g. 
following video recording of communicative interactions and focus group interview 
discussions with facilitators) as well as notes on observations:made during intervention 
programme sessions, relating to aims for each session and to in'teresting observations. 
The role of the researcher is indeed important in the study (Cassel, 1989 and Cassel & 
Fitter, 1992 in Cassel & Symon, 1997). Since qualitative methods are frequently more 
interactive, intensive, and involve a more long-term commitment, researchers invariably 
establish a social relationship with the organisational me~bers. Consequently, the 
researcher gains greater insight into their collective understahding by actively sharing 
that experience. 
• Confirmability 
An audit trail can be employed to demonstrate confirmability py indicating that the data 
can be traced back to its origins. The concept of confirmability implies that the findings 
are due to the research rather than an outcome of researcher biases and subjectivity 
(Lincoln & Guba, 1985 in Holloway, 1997). Interviewing styles and relationships with 
informants for example, are inherently subjective. The natural subjectivity of the 
I 




Several strategies were employed in an attempt to minimise biases: 
Prior to the focus group interview sessions, the researcher emphasized the 
importance to the facilitators of being non-directive and keeping responses 
non-judgmental 
All collected data was stored in a retrievable and organised form so that it 
could be assessed if needed. Reliability in qualitative research can be attained 
through thorough and careful documentation of research procedures (Miller & 
Kirk, 1986). 
B. Credibility of the Researcher 
The credibility of qualitative inquiry is especially dependant on the credibility of the 
researcher, which may be influenced by factors such as qualifications, experience, and 
perspective (Patton, 1990). Patton (1990) strongly recommends that any information -
personal or professional - that may have influenced the collection, analysis and 
interpretation of the data in a positive or negative manner, be reported. 
The researcher conducting the present study is a Speech-Language Pathologist & 
Audiologist who aimed to enhance the credibility of the qualitative study by means of the 
following: 
• Intellectual Rigour 
In order to ensure that the constructs, categories, explanations and interpretations made 
sense, the researcher returned to the data numerous times (Patton, 1990). Moreover, the 
researcher engaged in numerous discussions with the group facilitators and transcribers. 
In this way, the researcher believed that the analysis and interpretation of the evaluation 
questionnaire and focus group interview data would truly reflect the nature of the 
phenomena. 
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• Evaluator Effect 
The researcher minimised any negative or directed influence on the focus group interview 
findings by not being present during the interview sessions. Patton (1990) points out that 
the presence of the evaluator can in fact distort the findings of ~ study. Even though the 
I 
I 
researcher was present throughout the programme sessions, observations made during 
these sessions were not intrusive. Rather, the researcher and bbservers (excluding the 
caregivers) participated in the sessions and engaged in note~taking and discussions 
outside of the sessions. 
I 
An additional issue affecting evaluator effects is that of competeAce. According to Patton 
I 
(1990) competence refers to factors such as training and pteparation. Furthermore, 
I 
competence is revealed through the use of validation procedurd that establish quality in 
analysis, as well as through consistent fairness and responsibility (Patton, 1990). 
The researcher may be considered competent in view of the procedures undertaken to 
enhance the quality and credibility of the study, as outlined )n this section. Fairness 
contributes towards an authentic study (Lincoln & Guba, 19:85 in Holloway, 1987). 
I 
Throughout the study, the researcher made efforts to gain the acceptance and continued 
consent of participants. Moreover, the social context in which the participants live was 
considered at all stages in the research process, and deemed critical in the interpretation 
of the findings. 
C. Philosophical Assumptions of Research Design 
The use of focus groups in this study for evaluation I purposes implies that 
phenomeno10gy14 has a place in this qualitative research. It is thus necessary to examine 
the underlying assumptions and orientation of the study. 
I 
14 Phenomenology is a philosophical approach to studying phenomena and hut'nan experience. It is an 
attitude to human existence (Holloway, 1997). ' 
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The researcher has employed an approach to evaluation that includes a pre-post quasi-
experimental design, qualitative data and thematic analysis. The rationale for the use of 
an evaluation questionnaire and focus group interviews in a qualitative inquiry in addition 
to quantitative measures has been presented. From a theoretical and philosophical 
persective, this use of multiple measures of evaluation yielding qualitative and 
quantitative data spans both the constructivist-interpretive and positivist/post-positivist 
research paradigms, as described in section 4.2. 
All attempts within the nature and scope of this study were made in order to enhance the 
trustworthiness, credibility, and rigour of this research. The observations made are 
believed to be factual rather than being distant from the phenomenon under investigation 
(Patton, 1990). As already highlighted, researcher trustworthiness is a dimension of 
rigour. In compliance with Patton (1990), importance has been placed upon providing 
argument and evidence for researcher credibility and trustworthiness, fairness and 
balance. 
4.9 Pilot Study of Dyadic Interaction 
A pilot study was conducted over a two-year period prior to initial data collection. A 
quasi-experimental design was employed. A total of 13 caregiver-child dyads participated 
in the pilot programme. Dyads comprised those severe-profoundly deaf children under 
the age of five years who were referred to the Deaf Child Centre within a tertiary hospital 
setting. All caregivers and their children were members of socio-economically 
disadvantaged communities with referral access to this particular tertiary institution. The 
purpose of the pilot study was to refine aspects of the methodology, including treatment 
and analysis procedures. 
The aims of the pilot study were as follows: 
To investigate the need for a formal communication and sign language training 
programme for hearing caregivers of young, deaf signing children from socio-




To compile and validate a set of communication and s'ign language parameters; 
and 
To determine and refine procedural aspects of the methodology. 
Following the pilot project, numerous modifications were rpade. Some of the main 
modifications are outlined in Appendix 7. The majority of thb modifications related to 
the treatment of the videotaped data. In conclusion, it is belie+d that the extensive pilot 




In this chapter, the methodology adopted in this study has been described. The results of 
I 
the numerous analyses for the purposes of determining Ithe effectiveness of the 
communicative intervention programme, that have been desoribed in this chapter, are 
presented in the following two chapters. Chapter Five presentl and discusses the results 
of the analysis of communication and sign language pre- and ~ost- intervention. Chapter 
Six presents and discusses the qualitative findings of the 'thematic analysis of the 




RESULTS AND DISCUSSION: EVALUATION OF THE DEVELOPMENT OF 
COMMUNICATIVE TRANSACTION AND INTERACTION 
In this study, observations of communication transaction and interaction during play and 
storytelling, in the form of frequency counts that were recorded by means of the coding 
system pre- and post- intervention, allowed for determining evidence for or against the 
existence of change. In the event of change, the nature of the change and possible 
explanations for change were made possible, in that the pre-post comparisons yielded 
both quantitative and qualitative information for each of the 16 dyads and hence the 
group as a whole. Quantitative analyses served primarily to indicate general trends on the 
basis of the group data. In some instances, qualitative findings will be incorporated in a 
discussion of the results in an attempt to explain quantitative results and/or to account for 
individual differences over time. Further qualitative findings are presented for particular 
observations that were not subjected to statistical analysis, in order to provide greater 
insight into the nature of particular communication strategies and aspects of 
communication employed by the caregivers. Hence, the richness of the data captured 
during video-recording of the caregiver-child interactions is maintained and reported. 
The general pattern identified on the basis of descriptive statistics in most of the 
observations across the 16 dyads was that of an increased occurrence of use of 
communication parameters that did not constitute a breakdown in communication. As 
will be discussed below, the general increase in use indicates a degree of improvement in 
communication transaction and interaction across the group of subjects. A common 
unidirectional change could thus be inferred. Consequently, evidence for possible 
explanations associated with the change was sought by means of descriptive and 
inferential statistical analyses. 
This section of the results will proceed according to the statistical analyses undertaken in 
order to determine evidence for and/or against change over the course ofthe intervention, 
and is accompanied by possible explanations for the causal factors associated with 
change. In addition, relevant qualitative interpretations will be presented. Explanations 
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I 
for no change in the use of particular communication behavioJrs are also considered. In 
this way, these analyses ultimately seek to answer the following two questions. Firstly, 
which specific strategies are effective for achieving what specific learning outcome? 
Secondly, what relationship/s exist/s between the communication strategies? 
The use of non-parametric tests suitable for small sample siz~s, rather than commonly 
I 
employed parametric tests, was felt to enhance the validity 0 , the statistical procedures 
and hence the inference obtained. Furthermore, the median v~lue, rather than the mean 
I 
value, of observations is preferred in this study in order! to illustrate the general 
occurrence of communication parameters across the 16 dyads. The mean is influenced by 
extreme scores (frequency of observation) while the median corresponds to a value 
having half of the numerically ranked observations below it, ~nd half above it (Howell, 
1989). 
For the purposes of this study, probability levels of 0.05 and of 0.01 were applied. By 
convention p<0.05 is a first numerical indicator for change while p<O.OI allows for 
stronger evidence (Howell, 1989). Where applicable, the :R-values obtained will be 
1 
presented in order to reflect the extent to which the evidence of change can be 
confidently generalised to the population of hearing caregiver-deaf child dyads 
represented by the observed sample of 16 dyads in this study. It will become evident in 
the following results that many of the p-values in fact were very much lower than 0.05 
and/or 0.01, indicating stronger evidence for change. ! 
I 
Since observations for particular communication variables fdr each of the 16 subjects 
were recorded prior to the intervention, and observations for !the same set of variables 
! 
recorded following intervention, additive and multiplicative types of change are reported 
in this study. That is, the differences (after-before intervention) and the ratios 





Negative differences denote additive decrease, and positive differences denote additive 




individual case (Howell, 1989). Hence, the greater the difference above zero, the greater 
the increase in use of a particular communication variable. 
Ratios below and above one denote multiplicative decrease or increase, respectively. 
These changes correspond to increases or decreases in the rate (per unit time) at which 
the strategies are observed (T. Dunne, personal communication, February 2003). The 
logarithm of the ratios was calculated in order to legitimate the use of the same robust 
tests of change that were applied to the additive scales. Calculating the logarithm of the 
ratios yielded negative logarithm numbers for decreases and positive logarithm numbers 
for increases, with zero corresponding to no change. A zero change in the use of a 
particular communication variable implied that the particular case was included in the 
difference analysis but not in the logarithm ratio analysis of that variable because 
logarithm of zero is not defined. 
In this study, for each communication variable observed for which the occurrence did not 
constitute breakdown, evidence was sought from the aggregation of the differences, and 
from the logarithm ratios, for a general pattern of increased success for various 
communication strategies that enable improved communication. An increase in use of 
strategies is interpreted as improved dyadic communicative interaction. The primary 
reason for this decision was that all communicative behaviours recorded on the coding 
system did not constitute breakdown and were considered to encourage rather than limit 
child language and communication development. It will become evident in the discussion 
of the results that the use of 'directives' by the caregivers following the intervention 
reflected a positive interaction style rather than a didactic style of communication. 
Two types of variables were examined. One type of variable was the composite variables, 
namely attention-getting (AG) strategies, eye gaze patterns, meaning and cohesion 
iIlocutions. These composite values were constructed by summing various related 
frequency counts of the constituent variable under investigation, with the intention of 
eliciting umbrella information about each of the 16 cases. Since composite variables are 
simply plausible attempts to aggregate reasonably across constituents, they may be open 
to contextualized critique. The other type of variable was the constituent variables as 
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observed and recorded (e.g. AG strategies per mode of delivery). Note that these 
variables did not contribute towards communication breakdown. Qualitative findings on 
instances of breakdown and repair are presented in section 5.4.2 below. 
When a variable gives rise to statistically significant improvements on both the difference 
and the logarithm ratio scales, one may infer that very marked numerical changes have 
occurred (T. Dunne, personal communication, February 2003). Even though both scales 
reflected evidence of change in most of the tests applied, the additive scale primarily 
elicited sufficient evidence of change. This scale alone is satisfactory for an inference 
that numerical evidence suggests the existence of change (T. Dunne, personal 
communication, February 2003). The overall stronger evidence for additive change is 
possibly due to the large increases in frequency counts post-intervention that were near 
zero pre-intervention. 
The quantitative results and their qualitative interpretation will now be presented. In 
addition, related data that was not subjected to statistical analysis will be discussed. The 
findings regarding communication breakdown and repair, aspects of contingency, and 
sign language parameters will then be discussed in order to provide more in-depth 
information on the richness of the communication transaction and interaction. 
5.1 PRE-POST -INTERVENTION COMPARISONS 
Statistical tests were applied to the differences and the logarithm-ratios of each variable 
under investigation. Paired sample t-tests of a null hypothesis of zero change could have 
been used but since there were 16 subjects and the assumptions of normality not 
appropriate for count data, a more conservative but universally valid test was used, 
namely the Wilcoxon signed-rank test (Howell, 1989). Th.e important output for 
inferences for change from this test is the p-value, one for the differences and another for 
the logarithm ratios. 
The extent of the numerical evidence obtained for change over the course of the 
intervention may be regarded as clearly sufficient for an influence of an effect of 
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improved communication that is likely to be associated with participation In the 
communicative intervention programme for a population represented by the 16 dyads. 
The change, and in some cases no change, identified regarding the composite variables 
and their constituents will now be presented. Particular meaning and cohesion illocutions 
under investigation are discussed, as far as possible, according to the subcategories of 
these illocutions, as depicted in the coding system (see Tables 4.4(a) and 4.4(b) of 
Chapter Four). 
Given the reciprocity of interaction, the effect that each communication partner has on 
the other cannot be disregarded. Clearly, the communication style of the caregivers rather 
than of their children was the focus in this study. Aspects of interaction that are heavily 
influenced by the caregivers' or by the children's interactive styles were not explored. 
However, knowledge of individual styles of the caregivers and children was necessary in 
shaping the communicative intervention, and factors of the children, such as age, were 
considered in the interpretation of the results. It was felt that such factors were likely to 
have an impact on delineating appropriate caregiver strategies. 
In agreement with Girolametto (1988) explanations of the role of input to language 
acquisition and development must consider factors intrinsic to the child, aspects of the 
linguistic environment, and broader factors such as demographics. The broader context of 
development is discussed in Chapter Six. 
5.1.1 Composite variables 
A statistically significant difference (p<O.OO 1) was identified on both the difference and 
multiplicative scales following the 12-week intervention in terms of all four composite 
variables. The degree of this observed improvement reflects the significant increased use 
by the caregivers of successful AG strategies, of eye gaze patterns, of meaning and of 
cohesion il1ocutions in interactions with their children. In particular, the largest increase 
for the group of subjects occurred in the use of cohesion illocutions. As mentioned in 
Chapter Four, cohesion illocutions as defined in this study concern the use oflanguage to 
166 
establish and maintain relationships, hence the interactional use of language, while 
meaning illocutions concern message transmission or transaction. The increased use of 
meaning and cohesion illocutions indicates the greater use of caregiver contributions that 
do not constitute breakdown and enhanced caregiver-child interactions respectively. 
Figures 5.1, 5.2, 5.3, 5.4 illustrate the aggregated totals of frequencies of observation for 
each of the composite variables pre- and post- intervention. The blue dots represent the 
total use of the particular composite variable pre- and post- intervention. The three lines 
that are presented in the graphs illustrate the evidence obtained by means ofthe Wilcoxon 
analyses of no effect or an effect, of either additive and/or multiplicative change. The 
presence or absence of an effect is based upon the median difference and ratio values 
obtained from the pre- and post- counts. Since increased use was obtained from all 16 
observations for each of the four composite variables, all occurrences in each of the four 
graphs are indicated above the no change line. Since the effect lines were plotted on the 
basis of the median value, the effect lines divide the number of the subjects equally. 
Furthermore, the additive effect line is parallel to the line representing no change because 
additive shifts give rise to parallel lines. However, the mUltiplicative effect of ratios gives 
rise to changes in the slope of lines through the origin (T. Dunne, personal 
communication, February 2003). 
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Fig u re 5.1: P re-post-interven tio n Use of Su ccessful A tten Hon-Getting Stra tegies 
As dep icted in Figure 5.1 the s igor /lcan I increase in Ilse of successful AG stra tegies was 
sllch that in general, the caregivers used an additional 24 successful attempts (median 
difference) post-interventIon, the multiplicalive effect being four times as many 
successful artempts following the intervention as prior to the intervention. The most 
improvement 111 terms of successful attempts at gaining the child's attention, as indicated 
in Figure 5.1, was identified fOf S6. 
In view of the ages of [he children in this study and the imporlance of caregiver trai ning 
to facilItate child development, developmental factors cannot be disregarded in the 
interpretation of the results. According to Lederberg (2002) hearing and deaf toddlers of 
hearing parents typlcally begin to integrate attention to people and the enVlronment from 
the age of 12 months. This intentional alternating of attention beLween the 
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communication partner and the environment increases over the second year of life. In line 
with this research, the caregiver of the second youngest chi Id (of 1.2 years at the start of 
the study) in the group, S3, was in fact found to make the smallest change in use of 
successful attempts, even though this increase was positive. 
Adamson (J 985 in Lederberg, 2002) points out that the intentional alternating of altention 
between the environment and communication paliner is the defining feature of co-
ordinated joint attention. Co-ordinated joint attention enables toddlers to communicate 
and share meanings with their partners about objects and events, and to learn the 
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Figure 5.2: Pre-post-intervention Use of Eye Gaze Patterns 
The significant additive and multiplicative change in use of eye gaze patterns across [he 
16 subjects is depicted in Figure 5.2 above. In general, caregivers made frequent use of 
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various eye gaze patterns overall prior to the intervention. S5 produced the smallest 
increase in use of eye gaze. However, Figure 5.2 illustrates the relatively high frequency 
of eye gaze for S5 pre-intervention, which may not have necessitated as large an increase 
in comparison to those caregivers (e.g. S3 and S 16) who used far fewer eye gaze patterns 
pre-intervention. S3 and S 16 were the caregivers of the two youngest children 
participating in this study. 
A general pattern of lower increases in use of communication behaviours was in fact 
identified for the caregivers of the youngest children «2 years at the start of the study) 
participating in the study. For example, it became evident that Sl, S3, and S16 used a 
greater number of communication parameters following intervention, which did not 
constitute breakdown, yet their increased use of behaviours was not as marked overall as 
the increased use by the caregivers of the older children. 
It was not only the age of the child but also the age of the caregiver that appeared to be 
important in interpreting the findings in this study. S5 was one of the two grandmothers 
who participated in the intervention. Although the overall pattern of change was one of 
increased occurrence for S5, little change was observed over time, relative to the other 
caregivers, in terms of the frequency of use of particular communication strategies. With 
regard to eye gaze, S5 began with the highest counts on several variables prior to the 
intervention yet was in a much lower rank post-intervention. Knowles (1987) asserts that 
a group of adults, particularly one that comprises varying ages, is likely to have a wider 
range of for example, ability and learning styles, than is true of any group of youth. 
Apart from age as a possible influence on learning and the use of communication 
behaviours through sign language, some possible contributing factors include culture and 
education. Cultural factors, such as communicative interaction patterns used in the 
isiXhosa cu Iture (of S5) may be influential (Louw & A venant, 2002). Moreover, the low 
level of education attained by and the history of inequalities in education for S5 may be 
particularly important in interpreting the qualitative observation of decreased occurrence 
of gaze patterns with the storybooks. 
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Unlike S5, Sll made the most improvement across the group on several variables, as 
ind [cated in figure 5.2, in her use of eye gaze patterns. 
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Figure 5.3: Pre~post~intervention Use of Meaning ll1ocutions 
As depicted in Figure 5.3, the use of overall meaning illocutions by the caregivers of the 
two youngest children (S3, S 16) increased the least, while the occurrences for S6 shovv'ed 
the largest improvement across the group. As was the finding for eye gaze, one of the 
older caregivers (S5) made frequent use of meaning illocutions pre~jntervention and 
although this use increased, the increased use of transaction techniques was small in 
compnrison to increases observed for the entire group of caregivers. In this case, the age 
of S5 may be a contributing factor in the acquisition and use of sign language for the 
purposes oflanguage stimulation. As depicted in Figure 5.3, S 15 made particularly good 
use of meaning illocutions pre~intervention. The age of the child of SIS may well have 
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The largest additive change in use of the various composite variables was identified for 
cohesion illocutions, as highlighted in Figure 5.4, The magnitude of the increase in use 
of the more socio-interpersonal communicative behaviours is a particularly positive 
finding in view of the emphasIs in the intervention programme on contingency in 
interaction. The importance of this increase is further highlighted by the observation that, 
despite cohesion illocutions (and eye gaze patterns) being frequently employed prior to 
intervention, in comparison to the use of attention-getting and meaning illocutions, the 
caregivers' increased use of cohesion i\locLltions attained a ratio of increase of a median 
factor of three. That is, cohesion illocutions occur at a rate that increased three-fold. 
A depicted in Figure 5.4, S 11 made the most improvement across the group in her use of 
cohesion illocutions, Once agam, the age of the children and of the caregivers appeared 
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The full range of AG strategies used by the caregivers was documented in order to 
identify the commonly used type/s of strategy that successfully gained the attention of the 
children. The nature of unsuccessful strategies was also examined. Table 5.1 indicates 
that very marked evidence for additive and mUltiplicative change was identified with 
regard to the use of pointing and the physical modality in successfully gaining the 
chUd's attention. Strong evidence for additive change was identified for use of the sign 
modality even though this modality was not employed by all of the caregivers. Similarly, 
Jamieson (1994) reported the use of signing by deaf mothers to gain their young deaf 
children's attention (e.g. LOOK). 
Point attention-getting occurrences were coded in the sign modality of delivery in the 
coding system, in light of the importance of pointing in sign language. Moreover, this 
form of attention-getting applied only to present as opposed to absent referents. 
Qualitative observations indicated that pointing was more commonly used during 
storytelling than play interactions. Physical/tactile AG strategies were mOre commonly 
used across the group than signed forms, both pre- and post- intervention. 
In addition to these three fonns of AG strategies, the caregivers generally made greater 
use of visuallgestural means over time, hereafter referred to as gestural means. The 
greatest increase in use across the caregi vel'S was used by S 16 whose daughter was the 
youngest child participating in this study. In agreement with Prendergast and McCollum 
(1996) hearing caregivers need support in determining which AG strategies are more 
successful in which contexts, and in regularly evaluating the appropriateness as the 
child's as well as the caregiver's skills develop. In highlighting the differing needs of the 
caregivers of children of different ages, the communicative intervention programme 
addressed the types of strategies commonly used in deaf parent-deaf child interactions, 
and the frequency of use required for different ages and communication skills of the 
caregiver and child in the dyad. 
An overall greater awareness and use of geslural techniques, although not statislically 
significant, is a positive finding in view of the visual-gestural nature of sign language. 
Although to a lesser extent, some of the caregivers used gestural means in combination 
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with either non-manual features or physical/tactile means in successfully gaining the 
child's attention. Swisher (1991:123) points out the tremendous value ofvisuallgestural 
and tactile/physical means of attention-getting, arguing that failure of hearing mothers to 
provide these cues indicates the need for early intervention programmes "to sensitize 
parents to the receptive requirements of the visual modality". 
Pointing has sometimes been referred to as linguistic gesture in the literature on 
communicating with deaf individuals (see Maestas y Moores, 1980; Caselli, 1983; 
Jamieson, 1994) and other times distinguished from gesture as pointing signs (see Meier, 
1990). If poi nting as a means of gaining the chi Idren 's attention was not coded separately 
from gestural AG strategies in this study, the occurrence of gestural means would have 
been far higher than reflected here. Hence, the common use of gestural AG strategies 
used among deaf parent-deaf child interactions and in the deaf community (Swisher, 
199]), would have been identified. 
The various forms of attention-getting that proved to be successful on a more frequent 
basis over time are palticuJarly impoltant in communication through the medium of sign 
language as they indicate a visual-gestural rather than an auditory orientation to 
interaction with the young deaf children. In view of the increased use of meaning and 
cohesion illocutions, the evidence of increased successful AG strategies indicates that the 
children received more of their caregivers' socially directed behaviours. 
Lederberg (2002) and Lederberg and Prezbindowski (2000) point out the importance of 
heightened visual attention for deaf toddlers of hearing parents, such as that shown by 
deaf infants of deaf parents, in language development. As the child's language develops, 
s/he is able to integrate language into episodes of joint attention (Lederberg & 
Prezbindowski, 2000). For the deaf child, visual attention to the caregiver is prerequisite 
to the development of communication skills (Swisher, ] 991 & Wood, 1989 in 
Prendergast & McCollum, 1996). Training in and support of caregivers in visual AG 
strategies was found to be critical in this study. 
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The marked evidence of change in terms of greater use of successful attempts is a 
particularly positive finding when one considers the common problem of divided 
attention among young deaf children. Since interaction in sign language requires visual 
attention to the communication partner, both the adult language and the particular social 
context for that language must be attended to visually by the child learning sign language. 
In this way, the child is required to divide his/her attention between language and the 
relevant context (Galloway & Woll, 1994). 
In addition to the increased use of successful AG devices, qualitative observations 
indicate that these devices were generally used prior to the caregivers' communicative 
acts addressed to the child. This observation suggests greater success in the delivery of 
these acts and hence, the possibility of increased as well as meaningful interaction. Deaf 
people tend to use a sequential visual approach in communicative interactions, one that is 
far more effective than the simultaneous visual-auditory approach used by hearing 
people, for conveying information to and/or between deaf children and adults (Jamieson, 
1994). Qualitative observations and contingency results in particular, in this study reflect 
a sequential approach with a greater visual orientation than was identified pre-
intervention. The initial step in this approach was an attempt to gain the child's attention. 
The occurrence of unsuccessful attempts at gaining the children's attention was subjected 
to statistical analysis using the Wilcoxon signed-ranks test in order to examine the 
presence of unsuccessful strategies in use over the course of the intervention. A result of 
clinically significant change was obtained. It is inferred that the range of AG strategies 
used - both successfu I and unsuccessful - is ind icative of attempts to engage in 
transaction and interaction with the children. It may be argued that as these attempts 
increased, a greater possibility arose not only for successful but also for unsuccessful AG 
strategies. The ratios of the caregivers' total successful use of AG strategies to total 
unsuccessful attempts were obtained for pre- and post- intervention. This comparison of 
ratios enabled an examination of the ratio of success that is free from frequency counts. 
Figure 5.5 graphically illustrates the ratio of successful to unsuccessful attention-getting 
attempts. Only 14 of the 16 subjects are represented because the ratio cannot be 
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Figu re 5.5: Graph ic Representa tion of Su ccessfu I: Uns uccessfu I Atten tion~Gett ing 
Attempts Pre- and Post- Intervention 
As depicted in Figure 5.5 the ratio of success increased significantly. Hence, the group 
did not simply llse a greater number of unsuccessful attempts at gaining their children's 
attention but also made use of an increased ratio of success. The success ratio increased 
multipl icatively by a median factor of 3.6, indicating that the fraction of unsuccessful 
attempts decreased greatly for the group overall. 
As indicated in Figure 5.5, the highest ratio of success was identified for S J 6, the 
caregiver of the youngest child paliicipating in this study. This is a particularly positive 
finding in that it will become evident that this caregiver appeared to make little 
improvement in communicatIOn relative to the other caregivers, Considering the age of 
her child, success in gaining the child's visual attention is critical in that eye gaze is a 
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prerequisite for receiving communication in this context. It is also indicated in Figure 5.5 
that SII and S13 in particular, exhibited little change in temlS of their ratio of success 
even though these ca regi vers became i ncreas i ng Iy successful in gaining thet r ch ildren' s 
altention relative to their unsuccessfu I attempts. Clearly S 11 made good use of successful 
relative to unsuccessful attempts pre-intervention, whereas the ratio of success for S 13 
increased the leas[ across the group of caregivers. An explanation for the laner may relate 
to the age of S13, being one of the two grandmothers participating in this study. 
Furthennore, Lederberg and Prezbindowski (2000) refer to AG strategies as non-intuitive 
to hearing caregivers of deaf children. Hence, S 13 's age and her natural use of particular 
strategies taught in the intervention programme may have contributed to the small 
increase in ratio of success of AG strategies. 
• Eve Gaze anems 
I 
Table 5.2: Descriptive Statistics for the .Pre-Post-lntervention Change in Use of 




Eye Gaze Constituents 
Median Minimum Maximum I Difference Log ratio 
Caregiver to child 37 6 80 < 0.00 1 < 0, 00 1 
Mutual gaze 30 2 54 < 0.001 <: 0.001 
Caregiver to book 25 -2 67 < 0.001 < O,QOI 
Mutual gaze to book 21 -6 65 0 .002 0.002 
Caregiver to object 8 
I 
-18 47 0.15 J 0.151 
Mutual gaz,e to object 5 -18 39 0.195 0.195 
As indicated in Table 5.2, very marked numerical evidence for change was obtained on 
both the additive and multiplicative scales in terms of an increased occurrence of mutual 
gaze, caregiver gaze to the child and to the book/s, and mutual gaze to the book/s in 
storyte II i ng episodes. These fi nd i ngs suggest increased j oj nt attention, greater visual 







Qualitative observations in addition to the findings on contingency in this study reveal 
the critical role of the caregivers' successful AG strategies and contingent communicative 
behaviours in bringing about joint focus during play and stOlytelling interactions. Hence, 
there was evidence of a sequential approach in interactions namely initial attempts at 
gaining the child's visual attention, that if successful led to joint attention such as mutual 
gaze, which in turn enabled some degree of communicative interaction. Similarly, 
Jamieson (1994) discusses a sequential visual process of communication that is a natural 
and effective strategy for deaf mothers of deaf children. It is through this process that 
both mother and child are able to mediate their understanding of the shared situation to 
each other, and the mediating tools may be for example, language and aspects of joint 
attention, such as mutual gaze (Jamieson, 1994). This situation reflects the concept of 
attunement. With regard to eye gaze and on the basis of the results of increased use 
thereof, it appears that the caregivers and their children became increasingly visually 
attuned to one another, as indicated by the categories of direction of gaze in Table 5.2. 
Once again, the age of the child is a possible factor influencing the frequency of eye gaze 
patterns. For example, as indicated in Figure 5.2, the caregivers of the two youngest 
children (S3, S 16) engaged in only a few more instances of mutual gaze post-intervention 
and the total occurrences of mutual gaze were few relative to those of the other dyads. As 
mentioned previously, the age of the child is likely to be related to the caregiver's ability 
to gain his/her attention successfully and consistently. Hence, younger children will 
engage in fewer instances of joint attention, which in this case refers to mutual gaze, with 
their communication partners than older children. Lederberg (2002) explains this 
situation according to child development in terms of ability to attend. 
No numerical evidence for change in terms of caregiver gaze to objects and mutual gaze 
to objects was obtained on the basis of the Wilcoxon signed-rank test. That is, a 
consistent unidirectional change across the group of caregivers did not seem to occur for 
these two eye gaze patterns. Instances of decreased occurrence in gazing at objects may 
be attributed to the finding that following intervention, caregivers were gazingJar more 
at their children, engaging moreJrequently injoint attention and in storytelling episodes 
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with books. Furthermore, fewer instances of gazing at objects relates to the qualitative 
observation recorded pre-intervention for many of the dyads, namely minimal 
communicative interaction between the caregivers and their chi ldren butfrequent gazing 
at and manipulation of objects in the context of play. 
Finally, the only caregiver who gazed less frequently at the bookls and engaged in fewer 
instances of mutual gaze to the bookls with her child was SS. As previollsly mentioned, 
possible explanations for this finding relate to culture and education. 
• Use of meaning illocutions: 
According to Conti-Ramsden (1990:264), meaning illocutions are those communication 
acts that "appear to function in conversation primari Iy to share meaning and information 
and to build and sustain relationships with people". Similarly, the use of language to 
transmit information is embedded in the discourse literature where transaction is viewed 
as an expression of content (Brown & Yule, 1983). The results of the meaning ilJocutions 
that reflect transaction under investigation in this study, namely assertives, requestives 
and directives, will now be presented. 
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Table 5.3: Descriptive Statistics for tbe Pre-P()st~intervention Change in Use of 




I Constituent Variables Median Minimum Maximum Difference Log ratio 
Label 42 
, 
6 62 < 0,001 -.:: O,OO [ 
Descriptions 6 -2 16 I -::: 0.00 1 0 ,02 
!! 
Teach 2 -2 7 0.033 0,062 
I 
Pantomime 1 I -2 6 0.0 11 0.125 
I I 




< 0.00 1 0 ,0 16 
Behaviour requests 3 -2 [4 0,004 0019 
Behaviour directives 3 -2 14 0.004 0.019 
Attention directives 24 9 45 <0.001 < 0.001 
Real world connection 0 -J 6 0, 03 ) 
Evaluation 0 -I I 
I 
0.5 
Table 5.3 indicates overall strong evidence for change tn tenus of the variety of meaning 
illocutions under investigation. The only variable for which numerical evidence was not 
obtained was that of evaluation, being caregiver utterances that express personal 
judgements/attitudes about a person, object or situation. Only three of the caregivers used 
this type of assertive device in interactions with their chi Idren. 
Figures 5.6(a) and 5.6(b) indicate the sum of the frequencies aCrOSS the group for each of 
the meaning iJlocutions that increased significantly over the course of the intervention. 
These jllocutions are illustrated in two bar graphs (a) and (b) in view of the differing 
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Ques=Ques tion s 
Breq=Behaviour Request 
Bd=8ehavlour Directive 
Figure 5.6(a): Pre- and Post- Intervention Use of Meaning Illocutions 



































Ad = Attention Directive 
Figure 5.6(b): .Pre- and Post- [ntervention Use of Meaning Illocutions 
As indicated in Figure 5,6(b), labelling was the most commonly used type of meaning 
illocution pre- and post- intervention, followed by the frequent use of strategies that 
served to direct the attention of the children. This finding strongly suggests that post-
intervention, caregivers were far more aware of the importance of encouraging the lexical 
development for their children and of successfl.J1 AG strategies. The category of labelling, 
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for the purposes of statistical analysis, included spontaneous naming (e.g. BALL), 
descriptive labelling (e.g. RED, UP) and labelling by means of pointing (e.g. YOU). 
Frequency data revealed the increased use of each form of labelling over the course of the 
intervention, contributing to both additive and multiplicative change for labelling devices. 
Out of these three forms of labelling, the dominant form post-intervention as well as the 
form in which the greatest increase in use occurred across the caregivers, was 
spontaneous naming. Lederberg (2002) summarizes research findings on the types of 
words that children learn in relation to the size of the children's lexicon. Early words 
typically include nominals or names of objects and people, regardless of hearing status. 
For the deaf child, of hearing or deaf parents, acquiring Sign Language, signed or spoken 
English, and whose lexicon is larger than 50 and even 100 words, this lexicon is likely to 
contain more action, descriptive and personal-social words than nominals. This finding is 
rep0l1ed relative to hearing children at the same level of lexical development (Lederberg, 
2002). 
The predominant use of names (e.g. for objects, pictures in the bookls and people) by the 
caregivers was to be expected in view of the nature of the intervention programme and 
those participating in the intervention. The programme was a short-term intervention for 
caregivers who have received no prior formal intervention in sign language 
communication that is appropriate for use with their pre-school aged Deaf children. 
Even though the use of descriptive labelling increased overall over the 12-week period, 
the greater use of more simple forms of labelling suggests the need for further training in 
sign language in order to encourage further the use of descri pti ve labell ing. Moreover, 
descriptive labelling increased more than labelling by means of pointing which relates to 
spatial aspects of sign language. The use of point labelling primarily took the form of 
personal pronouns to label the caregiver or child or character in the book. Additional sign 
language vocabulary and information on the spatial aspects of sign language are felt to 
warrant attention in more long-term intervention. 
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In this short-tenn intervention however, different roles of pointing were acknowledged in 
view of the importance of pointing in sign language. The lise of pronominals is discussed 
in section 5.5.3 below yet it is necessary at this stage to highlight the approach to 
investigating the use of pointing in this study. Personal pronouns were coded as point 
labels in the coding system, while demonstrative pronouns were coded as such as well as 
according to their additional role as either an AG device or in point turn-taking episodes. 
These additional roles constituted the regulative and contingency devices as part of the 
coding system. 
As indicated in Table 5.3, marked additive and multiplicative change in the use of 
descriptions by the caregivers further reflects the greater use of meaning illocutions in 
interactions with their children. Descriptive utterances of events, properties, locations, 
and possessions of objects or people, and the use of suggestions in the interactions 
constituted the category of descriptions in this study. Clearly, greater linguistic and 
lexical demand is likely to be inherent in these utterances in comparison to naming and 
descriptive labelling. In most cases, naming and/or descriptive labelling and/or point 
labelling occurred within a description (e.g. Sll: ME DRINK TEA). 
The coding system compiled in this study enabled an examination of mode use. Post-
intervention, aJJ fonns of labelling and descriptions were predominantly used in the mode 
of sign language. An increased use of these meaning illocutions in sign is a particularly 
positive finding in view of the nature of the intervention programme that addressed 
facilitative communication strategies through sign language. The greater use of signs by 
the caregivers indicates their wider signing vocabulary and suggests a greater ease in the 
use of sign language. 
As indicated in Figure 5.6(b) and Table 5.3 above, not only were attention directives 
commonly used pre- and post- intervention, but evidence of a significant increase in their 
use was obtained for additive and multiplicative types of change. Since the variety of 
successful AG strategies used by the caregivers constituted the variable of attention 
directives in this study, a similar interpretation of the findings on the various strategies to 
that presented above applies to attention directives. As part of meaning ilJocutions 
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however, the extent of change over time reflects the caregivers' successful attempts at 
directing their children's attention. 
Similarly, behaviour requests in this study constituted the variable of behaviour 
directives. As indicated in Figure 5.6(a), these two types of meaning illocutions 
increased post-intervention. An increase in use over the course of the intervention of 
particular communicative acts (e.g. repetition) may well have enhanced the caregiver-
child interactions whereas some degree of increased use of other acts (e.g. behaviour 
requests) may have hindered the overall nature of interactions. Directiveness and control 
have typically been interpreted from a negative perspective in the literature (Conti-
Ramsden, 1994; Galloway & Woll, 1994). The prevailing view in the field of Hd 
interaction is as follows. Deaf children may be suffering the secondary disability of 
controlling, discouraging, and negative interactions with their mothers, who provide a 
less facilitative environment for language acquisition and for social and cognitive 
development (Galloway & Woll, 1994 in Lederberg & Prezbindowski, 2000). 
However, Galloway and Woll (1994) and Lederberg and Prezbindowski (2000) caution 
people from accepting this conclusion. The latter researchers found that even without 
intervention, child deafness does not seem to have a general negative impact on the 
mother-child social relationship in areas including attachment, quality of maternal 
affective behaviour, and maternal control. Negative interactions may be specific to 
certain samples and limited to subsets ofHd dyads (Lederberg & Prezbindowski, 2000). 
In this study, directive communicative acts were defined functionally in terms of the 
behaviour and attention of the children. Consequently, characteristics of caregivers' 
communicative acts that may enhance versus limit the effectiveness of the interaction and 
the communication development of the children could be examined. However, such 
examination was possible only to a certain extent. Since attention and behaviour 
directives in eliciting specific responses from the children were under investigation, 
rather than a broader set of directive parameters and/or other methodological procedures, 
conclusive evidence regarding a possible overly directive communication style of the 
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caregivers could not be provided here. An emphasis was placed upon caregiver use of 
language and communication rather than upon overall interactional style. 
Furthermore, since AG strategies constituted the category of attention directives and 
since the increased use of these strategies has positive implications in this study, attention 
directives as a category cannot contribute towards evidence of strategies that limit child 
language and communication development. In agreement with Duchan (1989) attention-
getting devices used within the context of engaging in interaction that ultimately facilitate 
child development, offer a necessary condition for the activity to be successful. Finally, 
the occurrence of attention directives and behaviour directives reported in this section 
were those that did not constitute breakdown in the dyadic interactions. It is thus felt that 
the majority, if not all, of the behaviour directives formed part of the conversational 
interaction. Since some controversies exist regarding so-called 'directive' communicative 
acts, results are presented on the use of attention- and behaviour- directives per caregiver 
pre- and post- intervention (See Figure 5.7). 
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F'igure 5.7: Individual Use of Directives Pre- and Post- Intervention 
Figure 5,7 reveals the far greater frequency of attention- than behaviour- directives 
employed across the group both pre- and post- intervention. In addition, the descriptive 
statistics presented in Table 5.3 indicate the evidence of a greater increase in use of 
attention than of behaviour directives. 
In the malll, the relatively [ow frequency of occurrence of behaviour directives in 
addition to qualitative observations of the dyadic interactions, suggest that the use of 
attention and behaviour directives post-intervention did not indicate a sense of overly 
controlling, didactic interaction patterns. Such patterns have been commonly reported in 
the literature of hearing parents and their young deaf children (see Newton, 1985). It is 
felt that the language addressed to the children in this study, as indicated by the 
quantitative and qualitative findings on communicative interaction, did not reflect a 
directive style that is typically documented (see Connard & Kantor, 1988). Rather, an 
interactional, conversational style was observed that strongly suggests a positive 
influence on the children's language-learning process. 
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As previously mentioned, statistical analysis procedures were carried out in order to 
determine evidence for change relating to increased use of communication parameters 
that did not constitute breakdown. Increased rather than decreased occurrence of 
directives in this study was interpreted as positive change in view of the absence of 
assumptions of 'normality', of the frequency of occurrence and of qualitative 
observations. 
Tannock (1988 in Lederberg & Prezbindowski, 2000) proposed that one way in which 
mothers may control interactions with their children is that of response control, in which 
the mother has a tendency to use commands, questions and other behaviour to elicit a 
response from the child. S6 used the greatest number of questions and attention directives 
across the group of subjects post-intervention. However, the use of questioning and 
regular attempts to gain the child's attention successfully may be viewed in a positive 
light rather than from an overly directive perspective. Additional evidence opposing 
disproportionate control in the interactions is that of the frequency of use of behaviour 
directives. For example, S6 in fact used fewer behaviour directives post- as opposed to 
pre- intervention and a frequency of use that amounted to half of the highest use across 
the group, as indicated in Figure 5.7. 
Excessive use of imperatives has been found to negatively influence the child's language-
learning progress (Duchan, 1989). According to Lederberg and Prezbindowski (2000) 
hearing mothers of deaf children appear to make an intuitive adaptation to their children's 
level of linguistic competence by being more directive in terms of the use of response 
controls. Research on the impact of response controls on language development is 
however contrad ictory. Even though mothers of deaf toddlers genera lIy make use of more 
response controls than mothers of heari ng todd lers, th is may not have a negative impact 
on deaf children's development (Lederberg & Prezbindowski, 2000). Galloway and Woll 
(1994) argue that whether frequent use of imperatives has detrimental effects on a deaf 
child's language development can only be established on the basis of reliable longitudinal 
evidence. 
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As indicated in Figure 5.7 the caregivers of the younger children (e.g. S3, S16) 
considered age-appropriate communication in that they employed few behaviour 
directives. An exception however was S I for whom qualitative notes ind icated low levels 
of cooperation by her son during stolytelling post-intervention. It is assumed that this 
caregiver made frequent use of attention and behaviour directives in response to her 
child's cooperation. Pre- intervention however, S 1 did not appear to persist in directing 
her son's attention or behaviour to the book/so 
The relatively large occurrence of behaviour directives lIsed by S5, is likely to relate to 
this grandmother's overall little improvement in communicating with her grandson, 
relative to the remainder of the group. Some researchers have suggested that the use of 
response controls is a reaction to a sense of powerlessness (Schlesinger, 1985 in 
Lederberg & Prezbindowski, 2000). 
With regard to mode use, sign language was the dominant mode used to request, and thus 
direct, the behaviour of the children, constituting 77% of the total behaviour directives 
post-intervention as opposed to 52% pre-intervention. In addition to sign, a greater 
reliance on sign and non-manual features was evident post-intervention in directing the 
children's behaviours. This situation contrasted the situation pre-intervention in which 
gesture was used by several caregivers. Greenberg, Calderon and Kusche (1984) refer to 
the use of gesturing in commanding behaviour, as a basic type of communication act. 
Overall mode use in behaviour directives reflected the wider sign vocabulary of the 
caregivers following intervention. 
Some researchers have questioned the appropriateness of coding questions as directives 
and assumptions that use of direct questions is detrimental to conversation. The use of 
questions may have functional value in eliciting communication from children with 
developmental disabilities (Yoder & Davies, 1990). In view of contradictions in the 
literature regarding the facilitative versus detrimental/directive role of questions, question 
types including both choice and product questions constituted requestive functions in the 
present coding system. 
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The strong evidence for additive and multiplicative change (see Table 5.3) suggests 
overall for example, that the caregivers attempted to initiate an increased number of turns 
from their children following the intervention. Qualitative observations revealed that 
questions were more commonly used during the stolytelling interactions than in the play 
interactions. Possible explanations for this finding include evidence of the attempts to 
engage the children in joint story tell ing episodes, and assessing the children's knowledge 
of the pictures and the story. 
Lartz (1993) lists a number of positive findings in the literature primarily of hearing 
mother-child dyads regarding the use of questions. For example, questions have been 
found to be positively associated with language development, are likely to function as a 
critical language teaching element between mother and child, may increase turn-taking 
episodes on a shared topic, and may contribute to cognitive development in that they 
facilitate learning in pa11icular situations (Lartz, 1993). 
A greater number of Wh- questions than choice questions were used overall both pre- and 
post- intervention. Greater Llse of questions that seek information as opposed to those that 
require an either-or type of response, suggests that caregivers allowed for a greater 
variety of responses to their questions and encouraging multi- rather than single- word 
responses, thereby encouraging the opportunity for turn-taking contingency. Certain 
initiations, such as direct questions, provide the impetus for a futther utterance while 
other initiations may need a great deaJ of processing by the communication pa11ner in 
identifying how a response can lead to a further comment (Smith & Leinonen, 1992). 
Requests for infonnation have been found to occur more frequently with older children 
than with younger children (Rogers-Warren, Nelson & Blair, 1985 in Lartz, 1993). A 
positive finding relating to the use of communication strategies appropriate to the age of 
the child was identified in the use of questions. The caregivers of the two youngest 
children in the study (S3, S 16) used very few questions post-intervention in comparison 
to the other caregivers. This finding provides evidence suggesting the post-intervention 
awareness of these two caregivers regarding the language stimulation needs of the very 
young child. The different training needs across the group of caregivers according to the 
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age of the children were acknowledged. Caregivers were infonned of some of the 
differences in terms of age-appropriate use of strategies and techniques. These 
differences, one of which included questioning, were modelled for the caregivers and 
activities for application were carried out. 
Further possible reasons for some of the caregivers using more questions than others may 
relate to the personality characteristics of the caregivers. On the basis of the relationship 
established between the researcher and the caregivers over the course of the intervention, 
it is inferred that the more confident caregivers employed a greater number of questions. 
In addition, large increases among the caregivers may partly reflect the caregivers' 
efforts to reveal the larger sign language vocabulary o/their children. Notwithstanding, 
an attitude of overly directing the interactions by means of a dominating use of questions 
was not evident among the caregivers. 
Prior to intervention, the few questions that were posed to the children were primarily 
expressed in the sign modality. Following the intervention, the combination of sign 
language and non-manual features was the dominant mode used in the formation of 
product and choice questions. Caregivers generally made good use of non-manual 
features in the formation of their questions overall. Sign language alone was the next 
most commonly used mode to convey product questions following the intervention. The 
caregivers' mode use is a positive finding in view of the large extent to which deaf 
individuals rely upon facial cues in their interactions (Rea et ai, 1988). The photographs 
in Figure 5.8 illustrate the use of non-manual features in question fonnation during 
storyte 11 ing interactions. 
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Similarly, the use of pantomime as a meaningful type of visual communicative act was 
modelled during the programme, yet was not highlighted as one of the critical 
communication behaviours in the programme for caregivers that have had no previous 
exposure to intervention, The act of pantomime may be regarded as a more advanced 
aspect of commulllcation sInce it involves descriptive gesture that incorporates body 
movement and posture. 
In light of the nature of real world connection, overall increased use thereof suggests 
additional use of a teaching perspective of the caregivers in interactions with their 
children. Real world connections primarily between pictures in the storybooks and the 
immediate communication environment were used. Connections between the book and 
the child's real life experience were found to be used infrequently by deaf mothers 
i nteracti ng with the i r deaf ch i Idren aged th ree to live years (Lal1z & Lestina, 1995). 
• Use of cohesion ilJocutions: 
As was the case for meaning illocutions, strong evidence overall for change over the 
course of the intervention was obtained regarding the variety of cohesion illocutions 
under investigation. Table 5A presents the descriptive statistics for pre-post-intervention 
change. 
Table 5.4: Descriptive Statistics for the Pre-Post-inten'ention Change in Use of 
Co hesio n lJIocuti ons 
Constituent Va ria bles 
Difference P-Value 
Median Minimum Maximum Difference Log ratio 
Answer to question 1 0 8 0.002 0.5 
Acknowledgement/praise 18 2 38 < 0 00 I < 0.00 1 
Repetition 21 1 55 < 0.00 1 " 0.001 
Attention-getting 24 9 45 < 0.001 ~ 0,001 
T urn-ta king contingency J96 28 354 < 0.001 ~ 0.00 1 
Point turn-taking 2 -4 11 0,011 0.312 
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According to Conti-Ramsden (1990:264) cohesion illocutions are those communication 
acts that "appear to function mainly to respond to the conversational partner as well as to 
maintain conversational flow and discourse cohesion". Evidently, meaning illocutions for 
the purposes of transaction differ from cohesion iIIocutions that apply to the dynamics of 
communicative behaviours that are meaningful in the context of interaction. An 
emphasis was placed on the roles of the devices of cohesion illocutions as responses to 
the child's or the caregiver's own preceding actions or utterances, rather than as an 
isolated contribution that may serve as a language or communication stimulation 
technique. 
The numerical evidence for change as indicated In Table 5.4 suggests that post-
intervention, the caregivers were: 
• adequately responsive to questions, 
• adequately responsive to utterances and actions of their children through the use of 
acknowledgement/praise, 
• able to regulate the interactions adequately by means of AG strategies and repetition, 
and 
• contingent in their utterances, actions and eye gaze. 
Moreover, increased use of cohesion ilJocutions suggests that the children actively 
participated in the post-intervention interactions to a greater extent than that identified 
pre-intervention. 
For the purposes of statistical analysis, the occurrences of choice and product answers 
were combined, as were the OCCUITences of different forms of AG strategies used in the 
interactions. The greater use of caregiver responses to their own and their children's 
questions indicates contingency in interaction as well as reflecting the overall increase in 
use of questions. Qualitative observations that were recorded post-intervention reveal the 
greater number of questions asked and answered by some of the caregivers than those 
answered by the caregivers in response to questions asked by the children. This finding is 
congruent with the report of Lederberg (2002) that question-asking by deaf toddlers and 
preschoolers of hearing parents remains at a low level. The pragmatic function of these 
and hearing children's communication, particularly question-asking, is related to their 
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language abilities (Greenberg, 1980 and Nicholas, 2000 in Lederberg, 2002). Even 
though nonverbal communication can be used to make requests and call attention to the 
environment, information exchange, through forexample comments and question-asking, 
is clearly I inked to the production and use of language (Lederberg, 2002). It is thus 
argued in this study that hearing caregivers need training and support in pre-linguistic 
communication as well as in language strategies and techniques for the purposes of 
transaction and interaction. This notion is developed further in section 5.3 on the 
relationship between the four composite variables under investigation. 
Caregivers' responsives to their own questions were coded as recasts of the caregivers' 
own preceding utterance. Further findings regarding the various contingency 
subcategories, including recasts, are discussed below in section 5.5.1. Sign language was 
the dominant mode used to answer questions post-intervention, constituting 84% of the 
total answers. 
The descriptive statistics In Table 5.4 indicate the greater use of repetition than 
acknowledgements and praise following the intervention. In contrast, 
acknowledgement/praise was used more frequently than repetition prior to the 
intervention. Qualitative observations recorded pre-intervention indicate the seemingly 
great ease with which some of the caregivers nodded and/or smiled in response to their 
children's communicative acts. 
The dominant mode used in acknowledgements and praise was that of non-manual 
features, primarily affective forms, both pre- and post- intervention. This fmding is in line 
with the statement made by Rea et al (1988) that mothers, regard less of hearing status, 
may already employ a high frequency of exaggerated facial expressions m their 
interactions. Non-manual features in combination with sign, was the next most 
commonly used mode pre- and post- intervention. As in the delivery of questions post-
intervention, caregivers made good use of non-manual features m 
acknowledgements/praise in their interactions with their children who rely upon visual-
gestural communication. A variety of modes and mode combinations were employed to 
convey repetitions post-intervention, yet the most commonly used mode was that of sign 
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language followed by the use of non-manual and sign. Pre-post-intervention comparison 
of mode used suggests that the caregivers were making concelied effOlis following 
intervention to incorporate language stimulation and contingency parameters through the 
medium of sign language with their children. 
It is felt that the use of acknowledgement and praise is one of the more natural or intuitive 
communication behaviours of parents. Similarly, Lederberg (2002) reported that hearing 
mothers might intuitively make appropriate structural modifications (e.g. use of 
repetition) to their language with their deaf children. Increased use of repetition in this 
study then suggests a positive awareness of using repetition in language stimulation. 
Other communicative behaviours however (e.g. modifications that serve an attention-
getting purpose), may not be intuitive (Lederberg, 2002). Perhaps this notion explains 
why language is not as visually accessible to deaf children of hearing parents as it is to 
those children of deaf parents (Harris, 2001 in Lederberg, 2002). 
In agreement with Lederberg and Prezbindowski (2000) and on the basis of the find ings 
of this study, caregivers need training and support in intuitive parenting behaviours, as 
well as training in less intuitive behaviours in order to enhance communicative 
interactions with their young deaf children who rely on a visual-gestural system. 
The variety of successful AG strategies relates to cohesion in that they serve as a 
regulative device, maintaining conversational flow and contact between the caregivers 
and their children. The marked evidence for additive and multiplicative change (see 
Table 5.4), and the means of bringing about this change, indicate the enhanced ability of 
the caregivers to encourage and sustain conversational flow in tum-taking episodes 
through the use of sign language (including pointing), physical and visual/gestural means. 
The results reported thus far have indicated the benefits of training in less intuitive 
strategies, including gaining the deaf child's visual attention and making language 
visually accessible to and salient for the child. 
With regard to turn-taking, all frequencies of occurrence recorded on the coding system 
contributed towards tum-taking and contingency and not communication breakdown. 
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Hence, each of these communication acts of the caregIvers was incorporated in the 
category of turn-taking contingency. The particular role of the behaviom in turn-taking 
contingency was then examined. These roles or subcategories receive further mention in 
section 5.5.1. In addition to tum-taking contingency, point turn-taking was a 
contingency category in the coding system. As indicated in Table 5.4, strong numerical 
evidence for additive change was obtained for the use of point tum-taking. 
The scope of tum-taking contingency in this study explains the large frequency counts 
recorded, as indicated in Table 5.4. In fact, the highest total frequency of occurrence 
across the constituents of attention, eye gaze, meaning and cohesion was obtained for the 
category of tum-taking contingency. Furthermore, the largest minimum difference (28) 
and maximum difference (354) across the group were obtained for this category in 
comparison with the other constituent variables under investigation. This finding is 
particularly meaningful in light of the overall strong evidence for change in terms of the 
use of all four composite variables and many of their constituent variables. 
Turn-taking skills have been viewed as a prerequisite to language development, a process 
that children need to learn, and a process through which learning is facilitated (Wells, 
1980 in Hornby, J 991). Of great importance in the communicative intervention 
programme in terms of tum-taking episodes, was contingent responsiveness by the 
caregIvers to their own and especially to their children's actions and utterances. 
According to Girolametto et al (1986) the central role of the adult in facilitating 
interaction seems to be that of responsiveness to the child's cues. Language learning 
needs to occur in a warm and responsive environment in order to allow for optimal 
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As depicted in Figure 5.10 the significant increase in use of turn-taking contingency was 
such that in general, the caregivers llsed an additional 196 (median difference) contingent 
actions, utterances and eye gaze patterns during turn-taking episodes post-intervention. A 
multiplicative effect of four times the occurrences pre- intervention was obtained. The 
intervention programme appears to have fostered a facilitative caregiver conversational 
style that. in turn, was effeclive in enabling a heightened amount of contingent 
responsiveness. Contingent responding encouraged in the programme included in 
particular, lexical, semantic and content relaledness to preceding utterances, and 
following the child's lead in activities through contingent gaze patterns, actions and 
utterances. Consistent responses or behaviours by an adult or object teach the child that 
communicative behaviours typically encourage a response, hence the nOlion thai 
contingent responding contributes to the development of communication (Tiegerrnan & 
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Siperstein, 1984). Evidently, contingent responses contribute to longer tum-taking 
episodes and hence, reciprocity in tum-taking. 
Once again, the caregIvers of the two youngest children (S3, S16) and one of the 
grandmothers (S5) made use of the smallest increase across the group, which in this case 
was that of their use of turn-taking contingency, as depicted in Figure 5.10. Similarly, 
Girolametto (1988) identified a developmental trend in that mothers of pre-linguistic 
level children (with developmental delay) used the lowest levels of responsiveness, and 
as the children increased their responsiveness with age so too did the parents increase 
their responsiveness. Figure 5.10 also indicates that S11 employed the greatest amount 
of turn-taking contingency post-intervention and improved the greatest extent in this area 
over the course of the programme. The extent of improvement for S 11 regarding her use 
of cohesion i Ilocutions may thus be explained by this large increase in use of turn-taking 
contingency. 
In view of the particular value of turn-taking contingency in this study, quantitative and 
qualitative findings that illustrate its use across different modes will now be presented. 
Figures 5.11(a) and (b) ilJustrate the use of the particular modes that increased 
significantly over the course of the intervention. These modes are illustrated in two bar 
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It is felt that the increased use of contingent responses (i.e. utterances, actions, eye gaze) 
by the caregivers to their children's communicative contributions as well as their 
increased success ratio of AG devices, suggests a willingness to engage their children in 
interaction. Qualitative notes indicated that in those instances in which the caregivers 
followed their children's lead, the consequence was joint focus of an activity. According 
to Girolametto et al (1986:372), this situation provides "a necessary framework for the 
give and take of dialogue" given that parents of the more passive communicators are able 
to reorganise the communicative environment appropriately. 
As indicated in Figures 5.11 (a) and (b), very marked numerical evidence of change was 
obtained on the additive and multiplicative scales for tum-taking contingency conveyed 
in sign language, in eye gaze patterns, in the physicaUtactile mode, by means of non-
manual features, and gestural/visual means (inclusive of caregiver actions that were 
relevant in the interactions). Furthermore, strong additive change was identified for turn-
taking contingency that incorporated non-manual features, namely nonmanual features 
and sign, and nonmanual features accompanying simultaneous sign and speech. 
Statistical analysis ind icated that the use of simultaneous sign and speech did not increase 
significantly over time. 
These findings suggest the greater visual-gestural rather than the auditory orientation 
among the caregivers following their participation in the programme. It may be inferred 
that overall, the caregivers provided an increased accessibility of input for their Deaf 
children following intervention, given the extent of successful AG devices and 
communication mode use in contingency in interaction. The results have indicated that 
not only have the children been provided with more accessible input, but also with a 
larger quantity of input that reached significance (see composite variables). 
The findings regarding mode use In contingency are particularly positive, especially 
when coupled with the finding that the caregivers engaged in more responsive 
interactions with the children, as indicated by the increased use of cohesion illocutions 
and moderate use of behaviour directives. In agreement with Mahoney et al (1998) a 
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critical determinant of intervention effectiveness is that parents are encouraged and 
supported to engage in highly responsive interactions with their children. 
As mentioned in Chapter Three, the areas of attention-getting, direction of eye gaze, and 
del ivery of the communication message appear to represent the dimensions of greatest 
difference in the communicative behaviours of hearing and deaf mothers of young deaf 
children (Jamieson, 1994). The foregoing findings strongly suggest improvement across 
the group of caregivers in successfully gaining their children's attention and thereby 
enhancing visual attunement, in a heightened visual orientation to communication, and in 
the greater use of meaning and cohesion illocutions by means of sign language 
communication. It may be inferred that the use of effective AG strategies and contingent 
eye gaze patterns, as pre-linguistic skills, is critical in encouraging communication 
transaction and interaction, with an ultimate facilitative goal for the deafchild. 
The following section of the results concerns the statistical evidence for particular 
constituent variables contributing more towards pre-post change than other variables. 
5.2 CONTRIBUTORS TO CHANGE IN COMPOSITE VARIABLES 
Since some of the constituent valiables did not exhibit sufficient numerical evidence of 
change, stepwise regression was employed to explore which vatiables might matter most 
as contributors to the four composite variables (attention-getting, eye gaze, meaning, 
cohesion). In addition, contributors to change in tum-taking contingency, which formed a 
major part of cohesion illocutions, were explored. 
The method of stepwise regression involves consideration of a composite total and 
selection of the component/constituent that is most strongly associated with that total, 
followed by selection of the next strongest, and so on. Stepwise regression thus seeks to 
explore which of the constituents are most necessary for the information that the 
composite contains. Essentially, an ordering of the importance of the contributor 
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variables is created as a means of explaining changes in the particular composite variable 
(Statistica 6.1). Since an exp lanation for change was sought, after-before differences were 
calculated and subjected to analysis. 
The constituents of each of the composite variables may differ according to the particular 
research study and are thus motivated by a view of preference to insight. The ranking of 
constituents is irrelevant in the sense that stepwise regression focuses on composite totals 
rather than on the constituents themselves. The analysis does not contribute in itself to 
any other understanding of the constituents, so that it is perfectly legitimate for some of 
those constituents to be interpreted as important in their own right, aside from any role in 
the composite to which they are made to contri bute by construction of that total (T. 
Dunne, personal communication, February 2003). 
The tables in this section present the results of the stepwise regression analyses that 
explored which of the constituents are most necessary for the information that the 
particular composite contains. Squared mUltiple correlation coefficients (R-square), 
excluding and then including adjustment for the number of contributors already included, 
are tabulated. These R-square values climb steadily to their maximum value of 1.00, but a 
cut-off point between 1.00 and 0.95 can be subjectively chosen. The rationale is that 
minimal or no change in R-square indicates that the possible subsequent constituents do 
not warrant a place as a score in the analysis even though they did in fact contribute (T. 
Dunne, personal communication, February 2003). The small set of contributors selected 
in this way may be sufficient information on which to seek and describe evidence of 
change in this study. 
The value of this analysis is such that if the same pattern were to be corroborated across 
more cases than the 16 of this study, there may be efficiencies to be obtained by 
collecting data on fewer variables - only those selected as useful in stepwise regression-
without losing very much of the overaJi evidence for change. 
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I 
The' f to enter' values presented in the tables refer to a numerical assessment of whet her 
there is sufficient evidence to select a constituent for entry into the subgroup of those that 
adequately reflect the composite (Statistica 6.l). 
• Attention-getting Strategies 
Table 5.5: Stepwise Regression resulls of tHIer-Before Total Changes against 
After-Before Changes for Constituent Variables of Attenfion-Getting (AG) 
Strategies 
Multiple Multiple I R-square F - to 
Constituent Variables Step p-Ievel 
R R-square ' change enter 
Pom! AG 1 0.66 044 0 -14 1096 0.01 
Nonmallual + Gestural AG 2 IUQ 0.67 0 .23 9.23 0.01 
Physical AG ) O.XX o.n 0 . 11 6. \ 2 0.03 
Gestural i\G 4 0.99 0.98 0 .2 108.36 0.00 
Sign AG 5 1 1 0.02 55 0.00 
Physical + Gesnll'al i\G 
I 
6 I I 0 
I 
The highlighted numbers in Table 5.5 for AG strategies serve to explain these parricular 
results of the stepwise regression as an example that applies to all the srepwise regression 
results. The correlation between the pre-post difference in use of point altention-gerting 
and difference in lise of all sllccessful AG strategIes was 0.66 for which R-square is 0.44. 
Thus, 44% of the \otal vartatlOn is predictable from the variable of point attention-getting 
while 56'% is related to other factors. The change in R-square of 0.44 indicates thai point 
allentJOn-gelling contributed 44% towards the total change in use of AG strategies. The 
combined use of non-manual features and gestural means to gain the child's attention 
only contributed a further 23/\/0 to the total variability (change in R-square = 0.23), but 
together with point altentlon-getlJng, correlated highly (Multiple R = 0.82) with the total 
change in lise of artention-getting. Furthermore, 67% (Multiple R-square) of the total 
variation can be predicted from variation in point attention-getting and nonmanual-
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gaze patterns. Four major contributors to change in the composite include caregiver gaze 
to child, mutual gaze to object, caregiver gaze to book, and mutual gaze, These 
contributions strongly suggest the greater vJsual orientation of the caregIvers as well as 
increased joint attention during the interactions. 
Evidence was not obtained for caregiver gaze 10 object or mulual gaze 10 book 
adequately predicting total variation. In further studies of subjects similar to this study 
group of 16, one might be tempted to dispense with these two consti[uent variables. 
• Meaning Illocutions 
Table 5.7: Stepwise Regression results of After-Before Total Changes against 
After-Before Changes for Constituent Variables for Meaning lliocutions 
! Step Multiple Multiple R-square F - to p-Ievel 
Constil u ent Varia bles R R-square change enter 
Label I 0.85 0.72 0,72 35.99 0.00 
Attention directives 2 0,94 O.::;~ 0.16 If US 0.00 
Behaviour requests 3 0.96 0 92 0. 03 5.16 0.04 
On the basis of the stepwise regression analysis as presented in Table 5.7, labelling 
contributed 72% to the total variation in changes in use of meaning illocutions. 
Additional contributors, yet to a smaller extent, included attention directives and 
behaviour requests. Even though behaviour requests constituted behaviour directives, the 
analysis dId not indicate that the directive fonn contlibuted to the same extent as 
beha v iour requests. 
The dominant contribution to change by labelling (i.e. spontaneous naming, descriptive 
labelling, point labelling) reflects the use of language stimulation following intervention 
for the first time in language and communication strategies and techniques. The second 
greatest contributor to total variation in change (of 160/0) in transaction techniques, 
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Change in both turn-taking contingency and repetition appeared to almost completely 
explain the change in the composite cohesion illocutions value in that 99% of the total 
variation could be predicted from variation in these two constituent variables combined. 
Clearly, the importance of repetition in early communicative interaction cannot be 
disregarded. 
Evidence of sufficient contribution to warrant examination was not obtained for 
allention-gelling, acknowledgement/praise, point turn-taking and responses to questions. 
It may then be suggested that these variables may be disregarded if a composite index is 
regarded as adequate. It may be inferred that attention-getting be included as a constituent 
of meaning illocutions rather than of both meaning and cohesion composites. The 
grounds for these inferences include the critical role of attention-getting devices in 
interaction with deaf individuals, and the regression results obtained for the composites 
of meaning and cohesion illocutions with regard to attention-getting. 
The major contributors to change in turn-taking contingency are highlighted in Table 5.9 
on the following page. Clearly, eye gaze dominated in total variation of tum-taking 
contingency. This finding suggests the critical role of a visual orientation in 
communicating with deaf individuals. Gaze functions not only as a channel for receiving 
information but also as a signal in turn-taking (Swisher, 1991). 
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Table 5.9: Stepwise Regression results of After-Before Changes for Turn-taking 
I 
Contingency against After-Before Changes for Turn-taking Contingency (He) 
Constituent Variables 
Multiple M ultiple R-square F - to 
Consti tue n t Va ria bl es Step 
R R-square change enter 
Eye gaze tte I 0,9(, 0.91 D. (> J 146.13 
Nonmanual + speeeh tic 2 0.98 0,% 0.05 IS.S4 
GesLural-sign-nonmanual tie 3 0.90 OSlO 0.0 I S.52 
Sign tic 4 0,99 O,ClC; (). () I 3.72 
Nonmanual-sign lie 5 0,09 (j.99 O,() I 4.28 
Nonmanual-sign-speeeh tte 6 l.00 0.99 0.00 2.67 
Nonmanual tte 7 1.00 0.99 0.00 4.82 
Physical ttc 8 1.00 ].00 0.00 1.64 
Gestural Hc 9 1.00 1.00 0.00 5.4S 
Sign-speech He 10 1.00 1.00 0.00 26.S 1 
Gestural-physical tte II 1.00 1.00 0.00 9.84 














5.3 RELATIONSHIP BETWEEN THE FOUR COMPOSITE VAR[ABLES 
BASED UPON EV[DENCE OF CHANGE 
In this study, the composite measures of meaning illocutions and of cohesion illocutions 
may be viewed <lS olltcome variables, and the composite measures of AG strategies and 
of eye gaze patlems may be viewed as input variables since these constirute important 
pre-J i ngu istic ski II sin commun icat i ve transacti on and interaction. This hypothesis 
amounts to a claim th<lt the [our composite variables may be associated and that changes 
in occurrence of AG strategies and eye gaze may be associaled with changes in 
ocw rrence of meani ng ilJoctlt ions and cohes ion i! !OCtl tions. F 11 rthermore, these potential 
input and output variables may be causally related in that increased use of sllccessful AG 
strategies and of eye gaze patterns may gIve rise lO greater meaning i/locutions 
210 
(transaction) and cohesion illocutions (interaction). In order to investigate these claims, 
the difference scores and logarithm ratios for the four composite variables were subjected 
to a con-elation analysis and stepwise regression. 
5.3.1 Correlation Analysis 
The correlation matrix for the four composite variables reports only strengths of the pair-
wise association. The matrix of Pearson con-elations could have been employed, but since 
it was not clear as to whether these four composite variables were linearly related to one 
another, a more general measure of association was prefen-ed. Spearman's rank 
correlation is a measure of the monotonic relationship between variables, and is a Pearson 
con-elation of the ranks of the variables rather than of the origina I values of the variables 
(Howell, 1989). This robust measure of association was applied to the pre-post 
differences and to the logarithm ratio data. Pearson's con-elation coefficient was 
determined for use in scatter diagrams since the original values of the particular variables 
were used rather than the ranks. Appendix 8 presents the findings on the basis of the 
matrices for the differences and ratio data and on the basis of the correlation coefficient. 
On the basis of both of the above-mentioned sets of correlation outputs (see Appendix 8) 
it can be infen-ed that attention and eye gaze changes are associated with changes in 
cohesion directly, and with changes in meaning both directly and as mediated through 
cohesion changes. This interpretation was checked for coherence with the data by 
carrying out stepwise regression analyses focusing on the four composite variables 
themselves. In particular, an analysis of the three explanatory variables for the response 
variable meaning i1locutions served to explain the inferences made on the basis of the 
con-elation analyses. The results of these stepwise regressIOn analyses will now be 
addressed. 
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5.3.2 Stepwise Regression Analyses that explored the Relationship between the 
Four Composite Variables 
Five stepwise regression analyses were undertaken: 
(i) and (ii): Two of the analyses were carried out in view of the established correlation 
between meaning and cohesion illocutions. Meaning illocutions was 
excluded as a possible contributor to change in cohesion illocutions and 
vice versa. 
(iii) and (iv): Two of the analyses allowed for all possible contributors to change In 
meaning and cohesion illocutions. 
(v): The major contributor to change in meaning and cohesion as a whole as 
output variables was examined. 
The results indicating additive change are the focus in this section, rather than the results 
for both additive and multiplicative change. In this way, redundancy was avoided since 
equivalent effects were obtained for both types of change. 
See Appendix 9(a) for the results of analyses (i) and (ii). In sum, the composite variable 
of attention-getting was identified as a major contributor of meaning iUocutions change 
while eye gaze was a major contributor of cohesion illocutions change. This applies 
when the contributor link between meaning and cohesion illocutions is excluded. 
This contributor link was not excluded in analyses (iii) and (iv). See Appendix 9(b) for 
the results of these analyses. In sum, it was identified in analysis (iii) that cohesion rather 
than attention-getting dominated meaning change and that cohesion change was 
associated with underlying changes in attention and eye gaze. This latter finding suggests 
the importance of caregiver support and training in pre-linguistic skiJls and in aspects of 
interaction in first-time intervention programmes. 
Analysis (iii) thus provides statistical evidence of cohesion illocutions being primarily 
associated with changes in meaning illocutions. An emphasis was placed on contingency 
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and interaction in the intervention programme. Moreover, the programme was a short-
term intervention compiled for those with no previous exposure to formal communicative 
intervention. The need then was to support and train the caregivers in basic language 
stimulation and communication techniques in addition to sign language. Cohesion 
illocutions changes dominating meaning illocutions changes, above eye gaze and 
attention-getting, suggests the need for an expanded sign language vocabulary among the 
caregl verso 
One fair interpretation of the observed data may be that in addressing and achieving 
changes in attention-getting and eye gaze, it is possible to give rise to changes in 
cohesion, and hence to changes in meaning. This interpretation is open to critique if there 
were other factors or important intervening variables operating in the study that were not 
necessarily observable. An inference of causality from these observations is one that is 
tentative and responsible, but not beyond dispute. 
Arguments for this causal view might have been stronger had it been ethically and 
financially possible to simultaneously observe a comparable control group. Had such a 
group exhibited no change or clearly lower levels of change, the argument for the 
intervention as the causal agent of improvement would be clearer. Had such a group 
exhibited equivalent changes, one might infer that it is simply the passage of time that is 
associated with change, rather than causal phenomena. Since pre-post-intervention 
change in this srudy was measurable and observable, and the information, the support and 
training in various communication behaviours provided to the caregivers have been 
described, it may be inferred that there is a strong possibility that the communicative 
intervention programme contributed to bringing about the change. 
Analysis (iv) indicated that change in eye gaze domInated additive cohesion change 
while change in meaning illocutions dominated multiplicative cohesion change (see 
Appendix 9(b)). Figure S.12 indicates the strong association obtained on the basis of 
Pearson's correlation coefficient, between changes in eye gaze and meaning illocntions 
and cohesion illocutions. The strongest prediction of cohesion change was the 
combination of eye gaze and meaning illocntions change (R-square = 0.8), as indicated in 
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Figure 5.12. This finding was to be expected in that visual attention is a prerequisite for 
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Figure 5.12: Scatter Diagram of Change in Cohesion lllocutions Predicted from 
Change in both Eye Gaze and Meaning lIlocutions Combined 
Analysis (v) indicated the dominating effect of eye gaze change over time in the 
combined difference values for meaning and cohesion iIIocutions (see Appendix 
9(c)). 
Figure 5.13 depicts the contribution of eye gaze to meaning and cohesion illocutions 
combined on the basis of Pearson's cOlTe[ation coefficient. Clearly, changes in eye gaze 
contributed 70% to the overall changes in meaning and cohesion dlocutions post-
intervention. On this basis, one may infer that the combination of meaning and cohesion 
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illocutions somehow hides any linear effects associated with attention-gening, at least 
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Figure 5.13: Scatter Diagram of the Association between Change in Eye Gaze and 
Change in both Meaning and Cohesion IJIocutions Combined 
SA SUMMARY OF STATISTICAL RESULTS 
The analyses carried Ollt in this study ultimately sought to answer two questions, one 
regarding communication strategies that are effective for achieving a particular 
learning outcome, and one regarding the re[ationship/s that exist/s between the 
communication strategies. 
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Overall, the statistical results presented and discussed to this point in this chapter suggest 
improvements in communicative transaction and interaction. For example, increased use 
of all of the four composite variables and the majority of the constituent variables, across 
the group, was identified. A common unidirectional change can thus be inferred, 
providing numerical evidence of change over the course of the intervention. A 
particularly important outcome identified was that the children had greater access post- as 
opposed to pre- intervention to a visual-gestural system of communication in which an 
appropriate language model is provided. In addition to making use of intuitive parenting 
behaviours, the caregivers made positive adaptations to their chi Idren 's needs, one of 
which being the need for a greater visual orientation (e.g. in AG strategies). The results 
have further highlighted that the focus of the intervention was communication and 
language lise, rather than language structure, hence a pragmatic emphasis in intervention. 
Stepwise regression analyses then provided useful information on which to seek and 
describe evidence of change, in that major contributors among constituents and 
composites that serve to explain the observed changes in the composites were identified. 
This information suggested particular constituents that one may dispense in further 
research. 
Finally, a correlation analysis and stepwise regression analyses (on the four composites) 
investigated claims made on the basis of the hypothesis that meaning and cohesion 
illocutions may be viewed as outcome variables while attention-getting and eye gaze 
parameters may be viewed as input variables. The results yielded an interpretation such 
that it is possible to give rise to changes in cohesion, and hence to changes in meaning, 
through addressing and achieving changes in attention-getting and eye gaze. A causal 
relationship was thus inferred. 
Given the findings presented and discussed in this chapter thus far, it is important to 
differentiate between statistical significance in the sense of discemable numerical 
evidence, and significance in the sense of clinical implications, in the interpretation of 
findings observed in human service delivery. Rather than a sole reliance upon the 
statistical test, the interpretation from the professional/s in the particular field is critical 
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regarding the consequence of any change that is identified. Moreover, the professional 
needs to be aware of and acknowledge the broader context of intervention in interpreting 
the findings, particularly for the purposes of evaluation. 
Hennekens and Buring (1987) point out that one may obtain numerical evidence for a 
change that the professionals may decide is not important even though it is unlikely that 
the change is due to chance. This anomaly is apt to arise when the number of 
observations is very large. Conversely, one may find that numerical evidence IS 
insufficient to sustain an inference of change (on that basis alone), even though the well-
infonned practitioner may feel compelled to interpret the data as implying meaningful 
change. These complications arise more often when data sets consist of only a small 
number of cases, due to factors such as high costs of data collection, time constraints, 
rareness of conditions, and so on (T. Dunne, personal communication, February 2003). 
It is felt that the numerical data obtained and ana Iyzed for the purposes of this study are 
particularly useful in conjunction with their qualitative clinical and theoretical 
interpretation, for the inferences drawn regarding effective change. Section 5.5 presents 
ful1her numerical data that was not subjected to statistical analyses. However, validation 
was sought in the collection and analyses of qualitative experiential data as evidence for 
effective change. Chapter Six presents and discusses these findings. In this way, clinical 
inferences can be supported by the numerical evidence for change in indicating an effect 
for the 16 dyads of this study. 
5.5 QUANTITATIVE DATA NOT SUBJECTED TO STATISTICAL 
ANALYSIS 
Additional numerical data that warrants specific qualitative interpretation in pre-post-
intervention change are presented and discussed below. These findings relate to aspects 
of contingency, breakdown and repair, and sign language parameters. 
217 
5.5.1 Subcategories of Turn-taking Contingency 
Each of the communication categories (e.g. label, AG strategies, repetition) under 
investigation was not only examined in tenns of models of delivery (e.g. sign, physical, 
eye gaze) but also in terms of the particular role of the communicative behaviour in the 
tum-taking episodes. In this way, any before-after differences in use of communication 
behaviours that did not constitute breakdown could be examined introspectively. Since 
these behaviours did not constitute breakdown, they constituted turn-taking contingency. 
These roles or subcategories of turn-taking contingency included: 
• Recast of caregiver's action/utterance 
• Recast of child's action/utterance 
• Continuation 
• Imitation 
• Topic change 
In this section, a pre-post-intervention comparison is made regarding mode use and the 
occurrence of these contingency subcategories in order to provide information on the 
overall nature of turn-taking contingency of the caregivers' communicative contributions. 
The flndings discllssed are primarily general trends that were identified on the basis of 
frequencies of occurrence. Some interesting individual differences across the caregivers 
are a Iso presented. 
• Recasts 
Simple recasts were identified pre- and post- intervention. Pre-intervention, caregivers 
expanded upon their children's communicative contributions and not upon their own 
contributions. Only Subjects 11, 15 and 5 produced these recasts, which were delivered 
by means of the gesture and/or sign models and the combined nonmanual-sign mode. 
Post-intervention, a marked increase in the use of recasts, both of the children and of the 
caregivers' own contributions, was observed across all subjects. Caregivers produced 
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these recasts using a variety of mode combinations that indicate their increased use of 
sign language. The most frequently used mode in recasting was the sign modality. 
A child's language acquisition is facilitated when the adult's utterances are on the same 
topic as those of the child and serve to expand upon the child's point (Snow et ai, 1984). 
In this study, it was identified that the caregivers expanded upon both their own and their 
children's preceding actions and utterances. More frequent expansions of the child's 
actions and utterances indicate that the caregivers followed their children's lead more 
frequently post- than pre- intervention. It was identified that post-intervention the 
caregivers expanded upon their own contributions one and a half times more than upon 
their children's contributions. In both cases however, the caregivers were providing 
language models. Expansion is an effective way to teach language in that it confilms that 
the child's response is appropriate and takes him/her slightly beyond the response, 
modelling extra grammatical forms (Lewis & Penn, 1989). 
The greater use of recasts suggests greater awareness among the caregivers regarding the 
importance of semantic contingency in child language acquisition and development. 
Simple and complex recasts have been referred to as positive contingent replies as they 
have been shown to be positively related to language development in non language 
impaired children (e.g. Nelson et ai, 1984 in Conti-Ramsden, 1990). The use of simple 
rather than complex recasts post-intervention was expected in view of the fact that the 
caregivers received formal training in sign language and communication skills for the 
first time, and in view of the early stage of development of their children. Simple recasts 
are ideally suited to enhance language processing. They provide the chi Id with a simple, 
informative and easy-to-process reply that helps the child to find new ways of forming 
utterances. Complex recasts are not as easy for the child to process at an early stage of 
development (Conti-Ramsden, 1990). 
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• Continuation 
Figures S.14(a) and (b) illustrate the llse of continuations pre- and pOSl- intervention. 
These findings are illustrates in two bar graphs (a) and (b) in view of the differing 
frequencies of occurrence. 
o Pre-Intervenlion 0 PosHnlervenlion 
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nm G nmsp nmSsp GS rlmGS Gphy nmphy 
Mode of Continuation 
Key: 
nm G = non manual + gesture 
nmSsp -= nonmanual + Sign-speech 
nmGS = nonmanual + Gesture + Sign 
nmphy = non manual + physical means 
nmsp = nonmanual + speech equivalent 
GS = Gesture + Sign 
Gphy = Gesture + physical means 
Figure S.14(a): Pl"e- and Post- Intervention Use of Continuations Pel· Mode of 
Delivery 
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Mode of Continuation 
Key: 
G = Gesture S = Sign 
nm = nonmanual eye = eye gaze 
phy = physical means Ssp = simultaneous Sign-speech 
nm S = nonmanual + Sign 
Figure 5.14(b): Pre- and Post- Intervention Use of Continuations Per Mode of 
Delivery 
The large total occurrences of continuations pre- and post- intervention relative to the 
other turn-taking contingency subcategories, indicated that the majority of the caregivers' 
contributions in the dyadic interactions continued the same general topic of the discourse 
environment without contributing towards breakdown. Overall, as shown in Figures 
5.14(a) and (b), the caregivers used far more continuations post-interventIon, making use 
of a variety of modaltty combinations. Continuing the child's topic may bring about 
further child communicative contributions, as children are presumably more interested in 
topics that they initiate. It is also easier for children to understand adult utterances that 
continue the child's topic and attentional lead, because the information processing load 
may be less for topic continuations than for topic initiations (Chapieski, J 989 in Yoder & 
Davies, 1990). 
An exception to increased use of continuations post-intervention was a decrease tn the 
use of simultaneous gestul'al-sign continuations, These continuations typically 
comprised a point as the sign component. Out of the four subjects making use of these 
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continuations, one of the grandmothers (SS) produced 11 of the 20 continuations (more 
than half) pre-intervention. This is the same caregiver who on the basis of numerical 
evidence already discussed, appeared to make little improvement in her use of numerous 
communication parameters relative to the other caregivers. Post-intervention, only two 
caregivers made use of gestural-sign continuations, one of which constituted a real world 
connection. This decrease in use suggests greater sign language 'competence' among the 
caregivers. Rather than an increased use of simply pointing in addition to a gestural 
contribution, greater use of the sign mode and sign language parameters serving as 
continuations was identified. The increased use of sign language and contingent eye gaze 
as indicated in Figure S.14(b), strongly suggests a positive shift towards a visual-gestural 
system of communication. 
Very marked evidence for change in the use of eye gaze has been presented in the 
statistical results. Similarly, gaze patterns that served as continuations post-intervention 
indicated a marked improvement in eye gaze contingency during the dyadic interactions. 
This is a positive finding in view of the fact that eye gaze is one of the most critical 
aspects in sign language acquisition (Ackerman & Woll, 1990). Just as the visual channel 
of the deaf child needs to become heightened and dominant in the process of hislher 
acquisition of sign language, the hearing caregiver needs to be visually alert and 
conscious of the importance of contingent gaze and joint visual attention. 
It is also evident in Figure S.14(b) that the frequency of occurrence and nature of the 
caregivers' continuations indicated positive change in terms of the use of nonmanual 
features, physical/tactile and visual/gestural means. As previously mentioned, the 
caregivers predominantly made use of affective nonmanual features. Post-intervention, 
an overall greater number of nonmanual continuations was identified that comprised 
affective features as well as head nods and head-shakes, most of which served as 
acknowledgements and/or praise. 
Overall, the caregivers also made greater use of the physical mode in their continuations. 
Since marked numerical evidence for change in use of successful physical AG strategies 
was obtained and count data indicates a greater occurrence of physical continuations than 
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physical topic changes, it IS inferred that the majority of the physical continuations 
constituted AG strategies. Three caregivers made use of continuations by means of 
combining the physical modality with gestura! or nonmanual characteristics following 
intervention. The former served as an attention-getting strategy and the latter served as 
praise. Use of gestural means alone that served as continuations, included functional 
gestures as well as actions of the caregivers that contributed towards meaningful 
communication. 
Although the caregivers persisted in USlTIg spoken language following the 12-week 
intervention, the differences pre- versus post- intervention included not only less overall 
spoken utterances causing breakdown, but also an increased use of simultaneous sign-
speech utterances as continuations. Furthermore, six caregivers made use of non manual-
speech continuations post-intervention, whereas only SII used this mode combination 
prior to the intervention. S 11 produced more than half of the nonmanual-speech 
continuations post-intervention. An example of such an utterance is the use ofa head nod 
while simultaneously saying "yes". Furthermore, a marked increase was noted in the use 
of nonmanual features accompanying simultaneous sign-speech continuations. Only 
S10 produced such continuations pre-intervention and she used the most continuations in 
this mode combination out of the seven caregivers making use thereofpost-intervention. 
The observed use of speech suggests the intuitive communicative style involving spoken 
language and an auditory orientation among these hearing caregivers. However, 
numerical evidence has been provided for the increased visual orientation among the 
caregivers in interactions with their children who rely on a visual-gestural system of 
communication. Moreover, the predominant modes used in continuations that constitute 
successful interactions indicate a greater focus on sign language parameters. 
• Imitation 
The use of imitation by the caregivers indicates a means of responding contingently and 
immediately to their children. Hence, turn-taking was characterized by timing, contingent 
responding and the exchange of signals between each of the caregiver-child dyads. The 
use of imitation varied over the course of the intervention in terms of communication 
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mode. S5 is the only caregiver who produced imitations by means of the gestural mode 
both pre- and post- intervention. The reduced occurrence of these imitations post-
intervention and the greater signed imitations used by S5 suggests a greater focus on the 
use of sign language contingency than gestural contingency in interaction. Signed 
imitations pre-intervention constituted home-signs used by some of the children that were 
acknowledged as formal signs. 
An overall marked increase in the use of signed imitations was observed across the 
group. However, the caregivers of the three youngest children (Sl, S3, and S16) did not 
produce any imitations pre- or post- intervention. As discussed previously regarding 
numerical evidence of change, particular findings in this study need to be considered in 
terms of the age of the children. In addition to the absence of or minimal sign language 
exposure for these three children prior to intervention, they have a developmental 
constraint that in tum is likely to influence the frequency and nature of the caregivers' 
communication contributions. For example, it was identified that these three caregivers 
used far more labelling devices than imitation post-intervention, which may reflect the 
children's sign language repertoire and needs for age-appropriate language stimulation. 
• Topic Change15 
Rather than shifting the topic so as to cause breakdown more frequently, the caregivers 
L 
used more contributions overall that shifted the focus of the same topic of conversation 
post-intervention. Increased occurrence of the topic- or rather focus- shifts may be 
interpreted in view of the overall increase in caregiver contributions in their interactions 
with their children. The observed pre- and post- intervention topic shifts, as part of 
successful tum-taking episodes, were used by means of a variety of modes. 
15 The tenn 'topic change' is an umbrella tenn for change in the topic itself and change in the focus of the 
topic. In this study, a distinction is made between a topic change that results in breakdown, and a shift in 
the focus of a topic within the turn-exchange behaviours that does not result in breakdown. Unless stated 
otherwise, topic change in this section refers to successful change/shift. 
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Eye gaze constituted the most frequent topic changes pre- and post- intervention. The 
majority of the eye gaze patterns used by the caregivers were temporary gazes from the 
child or the object immediately followed by renewing gaze to the object or the child 
respectively. This finding may be interpreted as a greater caregiver awareness of the 
importance of being visually attuned in the use of sign language communication. 
The second most commonly employed mode for topic changes was the gestural mode 
pre-intervention and the physical mode post-intervention. Use of these modes varied 
across the caregivers, with no apparent pattern being identified. The more frequent use of 
physical than gestural means post-intervention may be attributed primarily to the 
caregivers' general increased use of successful physical AG strategies. Gestural means 
were commonly used prior to and following intervention, reflecting the frequent use of 
caregiver actions in shifting the focus of the topics. 
Although not used as often as gestural topic changes, an increased occurrence of signed 
elements post-intervention was identified. In view of the dominant mode of continuations 
being that of sign language, it is inferred that the caregivers used far more signed 
elements that served as continuations than as topic changes, and hence contributed to 
more advantageous contingency. 
5.5.2 Communication Breakdown and Repair 
• Occurrence and causes of breakdown 
Research suggests that interactions in Hd dyads are more likely to be interrupted than 
interactions ofHh dyads, because of communication breakdowns (Lederberg & Mobley, 
1990 in Lederberg & Prezbindowski, 2000). The overall occurrence of breakdown, as 
defined in this study, positively decreased post-intervention. Pre-intervention, the 
frequency of breakdown across the group ranged between 8 and 56 occurrences. Post-
intervention however, this frequency ranged between 3 and 25 occurrences. The 
occurrence of breakdown decreased across each of the caregivers with the exception of 
S6 who encountered merely two additional occurrences. 
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Unlike the situation post-intervention, the primary cause of breakdown pre-intervention 
was the sole use of speech as utterances addressed to the severe-profoundly Deaf 
children whose primary mode of communication is sign language. Caregiver use of 
speech alone to the children, as indicated by the breakdown data, decreased markedly 
post-intervention. This finding reveals awareness among the caregivers of the need for a 
visual linguistic system in communication with the children. Similarly, the incidence of 
unsuccessful AG strategies incorporating speech was lower post-intervention. 
As presented in section 5.1.2 the ratio of successful to unsuccessful attention-getting 
attempts by the caregivers increased significantly and the fraction of unsuccessful 
attempts decreased greatly for the group overall. The particular unsuccessful strategies 
used will now be presented in terms of the resultant breakdown. 
Following the sole use of speech, the second most common cause of breakdown pre-
intervention was the use of unsuccessful physical AG strategies. In spite of a slight 
decrease across the caregivers in use thereof post-intervention, it also became the 
predominant cause of breakdown following intervention. The numerical evidence of 
increased use of successful physical strategies and the frequent use of unsuccessful 
attempts possibly suggests a general pattern of a preference for physical/tactile means for 
gaining the children's attention. Similarly, the caregivers used a greater number of 
unsuccessful gestural/visual AG strategies overall, in addition to more frequent 
successful gestural/visual attempts post-intervention. This finding may be viewed in a 
positive light in that caregivers were attempting to gain the children's attention by means 
of the gestural/visual mode unlike pre-intervention where the predominant means was 
speech. 
In spite of a slight decrease across the group in the use of unsuccessful pointing in 
attention-getting, this strategy was a common source of breakdown post-intervention. 
Pre-intervention, S12 used one third of the unsuccessful points whereas the unsuccessful 
attempts post-intervention, were more evenly spread across caregivers. 
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Only one of the caregIvers, pre- and post- intervention, u~ed sign language in an 
unsuccessful attempt to gain the child's attention. This is a further positive finding in 
i 
view of the strong numerical evidence for change across the g:roup for the use of signed 
AG strategies. 
Various factors need to be borne in mind regarding the success of caregivers' attempts to 
gain the child's attention. According to Swisher (1991) input strategies of deaf mothers 
vary over time according to numerous factors, including the child's attention span and 
other cognitive factors, and the extent to which the child has already learned to attend 
visually and to use appropriate tum-taking behaviours. Ultimately, the aim is to minimize 
breakdown and ensure that the child sees that which the caregiver is signing. The results 
on communicative interaction in this study have strongly suggested the greater visual 
orientation among the caregivers, as opposed to the fram~ of reference of hearing 
communication in which the auditory and visual channels can :complement one another. 
i 
Even though the caregivers employed a greater frequency of successful AG strategies 
I 
post-intervention, the breakdown data indicates that they Were still not consistently 
I 
ensuring j oint attention. S imilarl y , Jamieson (1994) proposes that hearing loss appears to 
, 
predispose mother and child to orient visually when both are d~afbut it does not by itself 
, 
ensure successful negotiation in that AG strategies are not always successful. Moreover, 
Gregory (1985, in Swisher, 1991) suggested that deaf mothers are more willing than 
hearing mothers of deaf children to wait for their children's attention prior to 
communicating. 
In spite of the positive findings in this study regarding the success of AG strategies, 
particular instances of breakdown pre- and post- intervention occurred as a result of the 
child not seeing the caregiver's' contribution during the interaction. This occurrence 
increased by one and a half times post-intervention, for the group as a whole. Six of the 
16 dyads contributed towards this increase. Similarly, Swisher (1991) concluded that deaf 
children of hearing parents in her study on visual attention missed part ofthe input signed 
to them because of the directional nature of vision and because the children did not focus 
! 
consistently on the parents' signing. The increased occurrence: of some of the children in 
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this study missing some or all of the caregivers' signed input cannot necessarily be 
interpreted as a negative one. The short-term nature of the intervention, the absence of 
prior formal intervention for the caregivers, and occurrences of attempts at repair, as 
presented below, need to be considered in interpreting this finding. 
Of relevance to attention is the occurrence of the caregiver or child apparently ignoring 
the communicative contribution of the child or caregiver respectively, and the 
occurrence of gaze aversion by the children, thereby contributing towards breakdown. 
Pre-intervention, two of the children ignored contributions made by their caregivers (S 12 
and S13) and averted their gaze during the interactions. S12 also ignored two of her 
child's contributions. Five additional children averted their gaze during their caregivers' 
contributions. Apart from the young age of some of the children in contributing to 
breakdown as a result of averting gaze or disregarding the caregiver's contribution, no 
obvious explanations can be presented. The three occurrences of caregivers disregarding 
the contributions of the children may relate to the lack of a visual orientation prior to 
intervention. Post-intervention, none of the children ignored any of their caregivers' 
contributions and only one occurrence of a caregiver disregarding her child's contribution 
was observed. Furthermore, an overall twofold decrease in occurrence of gaze aversion 
by the children suggests greater visual attunement overall between the caregiver-child 
dyads. 
An additional source of breakdown was the occurrence of sudden topic changes by the 
caregivers. One of the consequences of an emphasis in the intervention programme on 
contingency in interactions was that of the decreased occurrence of abrupt topic changes 
that disrupted the smooth tum exchange behaviours within the dyadic interactions. Pre-
intervention, five of the caregivers introduced topic changes that resulted in ten counts of 
breakdown while only two caregivers introduced topic changes post-intervention that 
contributed to two counts of breakdown. 
In addition to the use of speech and the foregoing strategies that contributed to 
breakdown, the caregivers' signed lexicons were examined as possible contributors to 








of this coded category of 'wrong sign' did not include repetAions so as not to present 
seemingly inflated occurrences. An overall twofold decrease in occurrence of 
semantically incorrect signs post-intervention was identified, suggesting greater sign 
language competence among the caregivers. S5, S6, S 14, and S 15 contributed towards 
this decrease in occurrence, with no semantically incorrect si~ns used post-intervention. 
Particular contributions to the presence of a semantically in90rrect sign are addressed 
below in section 5.5.3 that addresses production aspects oftheisigns of the caregivers. In 
some instances, one/more of these aspects was/were incorrecti for the intended meaning 
and there was no evidence in the interactions ofthe child benefiting from contextual cues 
to identify the intended meaning. Breakdown also occurred when the caregivers 
substituted a true yet semantically incorrect sign for their intended meaning, suggesting 
the caregivers' beginning stages of sign language acquisition. 
It follows then that in spite of evidence of progression made b~ the caregivers in learning 
sign language, there is evidence indicative ofthe nature of the intervention being that of a 
! 
first-time, short-term intervention programme. An interesting observation was the 
absence of breakdown in certain dyadic interactions in spite of the use of a semantically 
incorrect sign. In these cases, the child was able to make use of contextual cues in the 
discourse environment in order to follow the meaning of the caregivers' utterances that 
included a wrong sign. 
I 
S2 for example, produced two signs that were not appropriate ~o the particular context of 
I 
the interaction and were consequently semantically incorrect. T;hese signs included that of 
FEEL (part of the body versus a particular object) and of OPEN (book versus door). In 
these examples, the aspects required in the production of :the signs depend on the 
discourse context. An important difference between spoken and signed languages is that 
many signs change to accommodate different contexts (Dale's SL dictionary reference). 
These particular occurrences did not however contribute towards breakdown because of 
contextual cues provided by pictures in the storybooks that assisted the child in 
interpreting the caregiver's intended meaning. According to L~vinson (1983 in Smith & 
I 
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chi ldren. The overall increased lise of repair suggests that the caregive rs learned to 
become more attuned to communicative contributions du ring these interactions, trying to 
encou rage greate r cont ingency. As the frequency of use of repair inc reased, so too did the 
ove r(lll use of immediate, unsuccessful repair inc rease. However, each of the caregive rs 
who made these init ial unsuccessful attempts proceeded to repair them successfu ll y. 
Pre-intervention, total successful and unsuccessful attempts at repair ranged between a 
and 4 , with the most successful atte mpts pe r caregive r be ing 4 attempts. In contrast post-
intervention , attempts at repai r ranged between 2 and 15, with a highest frequency per 
ca regive r of 13 successful attempts. Thc success of repai r in comparison to the incidence 
of breakdown fo r pal1icular dyads yielded inte resting individual fi ndings. For example, 
S8, who experienced the highest incidence of breakdown pre -i ntervention , employed 13 
more repa ir attempts post-intervention and incidents of breakdown decreased more than 
two-fold. In addi tion , the caregivers of the yo unger ch ildren in this study (S I, S 16) made 
palticularly good progress in being aware of breakdown and immediately making 
attempts at repair. 
In instances of breakdown pre- and post- intelvention in wh ich ca regivers made more 
than one attemp t at repair fo llowing unsuccessful atte mp ts, the type of successful repair 
stra tegy used typically va ried as opposed to repetition of the same strategy. Figure 5.16 
depicts the occurrence of various types of successful repair st rategies used pre- and post· 
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Figure 5.16: Pre- and Post- Intervention Usc of Repair Strategies 
, 
It can be in ferred from Figure 5.16 that the increased use of successful repair and the 
nature of the repair contributed tow(\rds greater conlingency of caregiver contributions 
over the course of the intervention. In particular, the natu re of the majori ty o f successful 
repa ir post-intervention was fo llowing t he child's lead throu gh their actions and/or eye 
gaze and/or ut1era nce after the instance of breakdown. 
The frequent use of successful phys ica l AG strategies , as a repa ir strategy, both pre - and 
post- intervention is indicated in Figure 5.16. Various AG strategies we re commonly 
used repair strategies, reflecting once agam the awareness among ca regivers of the 
utmost importance of VIsual attent ion prior to communica ti ng a mess(lge. A further 
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illustration of this awareness was the use of repetilion fol lowing a successful physica l 
AG strategy. The greater visua l orientation among the caregivers relates to the use of 
sign language parameters in their repair strategies. These inc lude the use of signs, 
visual/gestural and physicalltacti le means, nonman ual features, and point ing, as indicated 
in Figure 5.16. Examples of signed forms of AG strategies in repair include COME, 
LOOK THI S. 
The nahlre of repair suggests that overal l, the ca regivers checked that the chi ldren were 
attentive to their communicative behaviours more frequently post- than pre- intervention. 
A physical AG strategy followed by repetition of the utterance not seen by the chi ld was 
commonly used pre- and post- intervent ion as a repair strategy. In this case, brea kdown 
res ul ted from the absence of joint attent ion during the caregivers' contributions. As 
outlined in the above section on breakdown, occurrences of ch ildren missing pa l1 of the 
careg ivers' signed input increased overa ll post- intervent ion. Pre- intervention, fouroul of 
the ten instances (40%) of breakdown due to the child not seeing the caregivers' utterance 
was repa ired by means of physica l attention-getting fo llowed by repetition . Post-
intervention, thi s repa ir strategy as wel l as fo llowing the chi ld's lead, and the use of 
physical attention-getting followed by an utt erance other than a repetit ion were used. Ten 
out of the 16 instances (63%) of breakdown in Ihis rega rd, were repaired successful ly. 
The sign-speech repai r strategy ind icated in F igu re 5. 16 was that used by S4 post-
intervention, fo llowing her use of a spoken label that she realized was not received by her 
child . Thi s instance of breakdown was repai red by use of the corresponding label in sign 
language. This findi ng comp lements the posit ive fmding of the lower incidence of 
breakdown due to the sole use of speech post-intervention. In spite of the high incidence 
of spoken language utterances pre-intervention, no attempts were made by the careg ivers 
to repair the breakdown that res ulted. 
233 
5.5.3 Sign Langua ge Paramele rs 
• Sign and Sign-SI)Cech Analysis and Mean I .ength of Uttcrance 
T he concepts o f an utte rance and of mean length of utterance we re defined in th is st ud y 
on the basis of the defiOltlons presented in a terminology dict ionary in the fie ld of 
Speech, Language and Hear ing (Nico lOS i, Hanyman & Kreshek, 1989) An utterance 
was defined as s igned and simultaneous s ign-speec h words, phrases, clauses or sentences 
preceded and fo ll owed by a notable pause between this tum of the caregivers and the 
utte rances of the caregivers that precede and fo llow this tum. Mcan length of utterance 
(MLU) was defined as the average length of signed and of simultaneous sign-speech 
express ions obtained by counting the number of mo rphemes/wo rds per utterance and 
dividing by the number of utterances. The word co unt s included repet itions. 'Non-words' 
such as affect ive non manual fea tures, AG strateg ies that excluded the use of sign and 
sign-speech, and actions of the ca reg ivers, were excluded. 
The s imultaneo us sign-speec h utterances of the careg ive rs we re included in this analysis 
rather than simply the signed only utterances, in order to examine the use of sign in the 
caregive rs' utterances that did not contribu te to breakdown. Minimal use o f sim ultaneous 
sign-speech utterances was not anticipated following a short-term intervention 
prog ramme that constituted the first formal intervention for the ca reg ivers . Hearing ad ults 
appear to face a tremendous challenge in trying to unlearn habitual communication 
patterns and to replace these with patterns more app ropriate to the visual mode 
(Jamieson, 1994). A definite sh ift from an auditory to a vis ual orientation has however 
been identified in this study. 
Botb the wo rd count and the utterance count fo r signed and simultaneo us sign-speech 
modalit ies increased post-intervention across the group. Sw ishe r (199 1) proposed that 
hea ring people who speak as they sign to dea f children create a difficu lty for themse lves 
in focusing on the infomlation that the children receive in the visua l channe l. It is 
speculated in this study that the inc reased use o f s imultaneous sign-speech utterances 
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renects an innuence of the communication behavIOur that the caregive rs learned as 
hearing people. Further evidence of a habitual element is that some of the caregivers 
whispered and mouthed more regularly to their children post-intervention. Use of these 
prosodic devices suggests that the caregivers acknowledged their children's deafness and 
the ir need for a visual-gestu ral communication system over an auditory one. 
Since the foclls was on language u:'>e rat her than stnlCture, MLU was not employed as a 
measure of grammatical complexity as IS often the case in chlld language stud ies (see 
Gav in & Giles, 1996; LeWIS & Gregory, 1987). The genera l increase ident ified in MLU 
reflects the mcreased number of elements per sequence of signed and s ign-spoken 
expressIOns. The MLU's calculated on the basis of the word and frequency COllnts for 
each of the careg ivers pre- and post- intervention , arc presented In Table 5.1 O. 
Table 5.1 0: Mean Length of Combined Sign and Sign-Speech Un el'a nces pel' 
Subjeci 
Subject Pre-intenenlion MLU* Post-inlen ·clltion MLU* 
I 
- -~ 
S I 2 2 51 
52 1 5 1.71 
S3 1.4 1.63 




r- S6 - - - - -1.35 1.9 
57 I 2 01 
58 1.19 I 98 
S9 I 1.53 1.65 
SIO I 2.44 267 
$11 1.82 2.06 
S I2 1.77 I 93 
S I3 1.67 22 
SI4 1.38 2.05 
S IS 1.59 I 87 
S16 0 1.6 
• mean length of 1I11t!nlncl! 
As illdicated in Table 5. 10, the shortest M LU's ac ross the gro up were cn lculaled for S3 
and S 16, who {Ire the ca regivers of the two youngest children partiC ipating m the 
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intervention. Th is finding suggests a reaso n for the shorter uUerances used in th is study 
wi th the younger chi ldren . However, a consistent pattern of Increased MLU with age of 
the child was not iden tified. Possible factors contributing towards increased M LU include 
the leami ng styles, sign language competence, and personal ity characteristics of the 
caregIvers . 
[n add ition to the foregoing frequency counts, the content and nature of the ca regivers' 
s igned and sign-speech elements we re conside red in order to address the types of s ig ns 
used by the caregivers, and to compare the signed e lemenlis and the spoken element/s in 
simultaneous communi cation. 
With regard to the types of signs used , data on the CO mmun icati ve n lnct io ns of ca regive r 
contribu ti ons have been presented and discussed . Of pal1icu lar releva nce here is the 
qua litative obse rvation of a greater variety and com bi natio ns of grammatica l forms 
( including nouns, verbs, ques tions, prepos itions, and pronouns) employed in the sign and 
sign-speech modali ties pos t-intervention. Furthermore, careg ivers were ma king use of 
signs of a descri ptive na ture (e.g. R1J1\r"N ING WATER as o pposed to WATER; and 
SMALL BALL as o pposed to BALL) in contrast to the nature of their utterances at the 
start o f the intervention . [n addition to the increased use of sign language post-
inte rven l1 on, the above- ment io ned fi nd ings provide evidence of g reate r sign language 
competence among the careg ive rs. 
However, the content of the caregivers' signed and sign-speech utterances pre- and post-
in tervent ion refl ects an in fl uence of a heari ng person's comm unica tion pa tterns, suggests 
the possible ease with which some signs are learned over other s igns, and suggests the 
need for an expanded sign language voca bulary: 
• Ma ny of the ca regivers produced utterances that are rega rded as forma l s igns yet 
considered as fonn al gestu res used by hearing people (e.g. COME, WA IT, and 
GOOD. 
• The icon ic nature of certain signs was revea led in severa l utterances (e .g. WRITE, 
DRINK, and TH ROW). 
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The nature of the nonma nual behaviours used by th e caregivers reflec ts the overlap in 
use thereof by hea rin g people (e .g. Shlllggi ng of the shoulders, head nods, head-
shakes, and affective nonmanual fea tures) . 
A positive fi ndi ng was that overall, these above three categories of signs were observed 
more frequentl y before than following the intervention. Evidently. ev ide nce of bei ng in 
the 1I1i ll al stages of sign language acquis ition was coupled with ev idence of greater sign 
language competence among the careg ivers. 
Progress was also suggested by the use of finger spelli ng by 53, 55 and 5 I 0, use of 
ini tia lization (e .g. "s" for SAMUEL) by 5 I ° and 53 as we ll as by the use of the child's 
name-sig n by S \4 fo llowing the 12-week programme. 
A comparison of si multaneous sign-speech use pri or to th e intervention revealed a 
mismatc h In terms of pa rticular elements. yet the simultaneous communica tion was 
appropriate. For exa mple, YELLOWf 'yel low box", and GIVEI"give me some tea". The 
simultaneous commu nica tio n was not app ropriate however, in the instances of 
semantica ll y incOlTect s igns. For exam ple. S I I produced the spoken label fo r "swing" 
simultaneously produc ing the sign label fo r ELEPHANT. Post- int erventio n however, a 
hig her freque ncy of si multa neous sign-speech utterances we re ma tched as we ll as 
<l ppropriate . It is inferred that the decrease in use o f sema nti cal ly incorrec t signs 
contribu ted towards thi s findlllg. 
• Aspects of Signed elements 
Analogous to the stru ctu re of the phonologica l system of oral la nguage are the pammeters 
of hand configuration , hand orientat ion. moveme nt of the hand. and loca ti on where these 
occur, whi ch ar ise fro m the pattel1led movements of the hands (Klima & Belugi, 1980 rn 
Warre n, Meyer & l esner, 1986) . .In th is shldy, the Deaf personnel and th e resea rcher 
exami ned the acc uracy of these four distinctive parameters of the caregivers' signs, 
referred to as ha ndshape, orientation, movement , and place, in order to identify common 
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error trends. This in turn would supplement the results on caregiver sign usc, and allow 
for usefill feedbac k to the caregivers regarding production errors and efTects thereof 
Frequency counts were tallied for the total errors mClde in the productIOn aspects, 
includlllg repetitions of errors across repetitions of signs (see F igure 5.17(a». In add ition, 
the occurrence of errors that exclude repetitions was tallied in order to elicit infomlation 
on errors of sign production across different signs, wit hout creating an appearance of 
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Figul·e S.17(b): Pre- and Post- intervention Occurrence of Errors of Sign Production 
excluding Repetitions 
The occurrence of affected aspects of s ign production depicted in Figures 5.17(a) and (b) 
reflects <In increase across each of the four aspects post-intervention . This finding may be 
attributed to the ca regIvers' grea ter use of signs following in terven ti on that appeared to 
gi ve rise to the possibility of an increase in errO neous use of production aspects . Once 
again, the shOTi-tenn nature of the programme is felt to be a contribut ing fac tor. In th is 
regard, the sp<ltial organisation of sign language, that applies to sign product ion aspects, 
was no\ the focus of the programme. These findings po int out the need to address spatial 
parameters in a more long-tenn interven tion programme. 
Comparison between the use of repet it ions of errors of sign production and exclusion 
thereof In the COllnt data, as mdicatcd In Figu res 5.17(a) and (b) indicates a patte rn of 
two-fold increase in errors by including repe titions. This finding reflects the occurrence 
of repeated signs that inc luded errors of produClion yet did not constItute breakdown. 
Figures 5 17(a) and (b) show that the most commonly affected aspect of sign production 
pre - and post- InterventIOn across the caregivers was hand shape . Incorrect place of 
production was not identified as freq uently as erroneous use of handshape, move men t or 
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orientation, both pre- and post- intervention . Interesting observations of these fou r 
aspects will now be outli ned. 
The incidence of total handshape errors post- intervention may be attnbuted at large to 
the hi gh frequency of repetiti ons of signs affected , employed by S8 and SIt. S8 
contributed 21% while SII contributed ]5% to the total errors across the 16 subjects. A 
pattern rega rding handshape that was identified among the caregivers was an apparent 
confusion between the hand shape for persona l pronouns (e .g. ME) versus possessive 
pronouns (e.g. MY/MfNE). The personal pronoun handshape was typically llsed for both 
pronouns, while S5used a nat handshape in the prod uction of ME. Additional hand shape 
errors revealed an apparent confusion between the correct handshape for different signs. 
For example, the on ly difference in the product ion of the signs TEA and DRINK is the 
aspect of handshape; the handshapes for TEA and DRINK were used interchangeably. 
This finding suggests the need for s ign practice. Difficulty with the hand configuration 
for POUR was al so identified. 
Particular signs posing difficulties in tenns of both handshape and mo\'ement included 
quest ion signs sllch as WHERE and WHAT, and the label sign for BEAR that was 
necessary in storytel ling interactions. 
An interesting finding was the possib ility of a CII/Jural influence in the use of sign 
language. For example, S2, S5. S8 and SI5 pre-intervention and S5 post-intervent ion 
made use of the incorrect handshape andlor movement for the sign LOOK. Production 
aspects were affected in the same way across these subjects in that the handshape for 
LOO K was substituted by the hand shape for ANIMAL with the two ftngers pointing 
towards the face of the caregiver and the direction of movemenl being side 10 side in a 
horizontal plane. The decreased use of these errors in the production of LOOK post-
intervention may be as a result of point ing oul these e n'ors to the caregivers during the 
intervention. The careg ivers attributed the ir production to a cultural intluence, suggesti ng 
that the handshape and movement aspects used were more na tural for the caregivers. The 
persistent lise of the erroneous aspects by 55 post-intervent ion suggests the gesture 
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imitating the child's sig n but using the incorrect movement a nd the child acknowledgi ng 
her sign immediately after its production . 
T he incide nce of movement errors post·intervention, as depicted in Figure 5.17, may be 
attributed at large to S15 who con tributed 38% to the tota l moveme nt e rrors and 33% to 
movement e rrors that excl uded repetitions. S8 contributed 18% to the total movement 
errors identified. S7 contributed greatly to th e tota l orientation errors (52%) across lhe 
g roup post· interventIon , particularly through her repet it ions of the reversed orientation 
for the sign FROG. 
With regard to place of sign production, on ly three caregivers pre· and three careg ivers 
post· interven tion, made errors. An example was the confusion ofS9 regarding the place 
of production for the sign BOV. The laterality was incorrect in that this sign was 
produced wi th the hand on the oppos ite side of the body. A posi tive findll1g regarding 
place of production was that some of the caregivers produced signs in the chi ld ' s visua l 
fie ld . Th is st rategy has been reported to be popu lar among deaf parents of deaf children 
(see Galloway & Wall, 1994). This production aspec t was not coded as incorrect bu t 
rather as a teach in g strategy. 
• Pronominal Usc by Ihe Caregivers 
T he caregivers employed deictic pronoun s. Deict ic elements refer to pointing to 
something in the context of the utterance (Ahlgre n, 1990). Deictic expressions playa 
critical rol e in mapping linguistic refere nce onto the physical environment (Meier, 1990) . 
The li se of personal , possessive and demonstrative pronouns indicates reference to 
person , place a nd objec t in the dyad ic in te ractions. 
A marked inc rease in lise of all pronouns in the sig n a nd s ign-s peech moda lities was 
obse rved across the gro up post·intervention . In parti c ular, sig ned (h.'lllonstralivc 
pro nouns were the mos t common ly llsed form of pronominal pre· and post· intervention. 
Figure 5.19 illust rates the lise of personal , possessive and demonstrative pronouns pre· 
a nd pos t- intervention , highlightrng the predominan t use of po in ling in pronominals. 
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Figure 5.19: Pre· and Post· rntervention Use of Pronouns 
, 
Some of the caregivers did not make use of personal or possessive pronouns prior to or 
fol lowi ng in tervent ion . As indicated in Figure 5,}9 personal pronouns were used more 
frequently than possessive pronouns post-Intervention. Since personal pronouns were 
coded as point labels, their occurrence contr ibutes to the high incidence of labelling in 
lang uage st imula tion identified in thi s study , 
In al\ occurrences of pronomina ls as we ll as poiming as a means of gaining the child's 
attention, the nomina ls (people or othe r referents) were physicalJy present. T hc first-time 
intervention programme fo r the caregive rs d id not address pronom ina l reference where 
the nomina ls are physically or tempo ra lly absent and assigned arbitrary loci in the signing 
space (OgiJvy-Foreman, Penn & Reaga n, 1994). Reference to a previously estab lished 
nominal, for example by po inti ng, that is !lot present in the discourse envi ronment may be 
viewed as an important aspect to be addressed in further tra in ing orlhe careg ive rs . 
Spat ial indices are also imponant in the system o f verb agreement that specifies 
gram mat ical relations in natu ra l sign languages (Ogilvy-Foreman Cl aI, 1994) Few 
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Inflected verbs were noted In the caregive rs ' sign repertoire . Examples of these verbs 
Include GlVE, LEAVE and GO. The forego ing find ings suggest the caregivers ' limited 
use of space in nomina l ass ignmen t and verb agreement following the 12-week 
programme . 
• Non-manual Features 
Nonmanua l behav iours func tion as g rammatical markers in that they mark particular 
syntactic stnlctu res (e.g. questions and negation), represen t adverbs, adjectives, and 
accompany particu lar lexica l items (Ogilvy-Foreman et ai, 1994; Reilly el aI, 1991). 
Results of Ih is study revealed the use of nonmanuaJ features to indicate cho ice and 
product questions, negation, adjec tives and ad verbs Non-grammatical facial express ion 
indicating affect was commonly used across the grollp . Of no te, head nods were also 
coded as p<:lrt of nonrnanual features in th is study. Figure 5.20 illustrates Ihe use of 
nonmanuals identified. 
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As indicated in Figure 5.20, a general increase in use of nonmanual behaviours was 
observed across the grou p post-intervention. Facial configurat ions served primari ly 
affective functions both pre- and pos t- intervention. According to Reilly and Bellugi 
(1996), hearing mothers use their voice and their face to convey affecti ve and social 
information to the child . In addition to being an intuitive commu nicati ve behaviour, the 
greater use of non -grammaiica l over grammat ical nonmanual behaviours may be 
attributed to the caregivers' early stages of s ign language acquisition. Similarl y, head 
nods (nonmanual nods), headshakes and shrugging of shoulders (nonmanual negation) 
may be regarded as natu ral communication behaviou rs for hearing people . As indicated 
in Figure 5.20, these behaviours were used pre-intervention and increased post-
intervent ion . 
The occurrence of questions depicted in Figure 5.20 refers to nonmanual features alone 
that indica te a quest ion, and to signed or sign-speech quest ions that incorpora ted 
non manua l features . The marked increase in these types of questions post-Intervent ion, 
suggests the more frequent and appropriate use of grammat ica l non manuaJ features that 
indicate questions. F igure 5.21 below il lustrates the use of appropriate nonmanual 
behaviours by one of the caregivers addressed to her son . 
• • -
-----" 
Figure 5.21: lilus"·ation ofS14 as king WHAT COLOUR 
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5.5.4 Summary of findings on the basis of data not subjected to Slalislic :11 Analysis 
On the basis of pre-pos t-in terven tion comparisons of mode use and the occurrence of 
recas ts, con tin uations, imitation and topic changes, detailed informa tion was provided on 
th e nature of turn -taking contingency of the caregivers' communicative contributions. Tn 
add ition, it was shown th at communication breakdown positively decreased post-
interven tion and attempts at repair increased. Findings indicated a greater awareness 
among caregive rs post-in tervent ion of the need for a visua l linguistic system of 
communicating with the ir Deaf child ren in spite of evidence of a hab itua l element 
relating to the use of speech in the s imulta neous sign-speech data. Moreover, the nature 
of the intervention of this study being th at of a short-term intervention fo r caregivers wit h 
no prev ious in tervention exposure, was refiecled in certain observa tions. In part icular, the 
fi ndings relating to sign language parameters revea led the many complex aspects of sign 
language and that the caregivers made progress in some of these while others need to be 
addressed fu rt her in mo re long-lenn interve ntion. 
/1/ summmy. both qual/titative alld quali/ative results of the analyses carried Ouf Oil 
caregiver-child communicative in/erac/ions pre- and pos/- intervention have been 
presented and discussed in /his chap/er. Within all evalualiolljramework. Iltese results 
suggest a positive influence by the programme on flie development of communication 
transaction alld interac/ion alld of Ihe use of sign language by the caregivers. Further 
supporl for the observed changes being associaled lVi/it the in/erven/ioll is presented and 
disclIssed in lite following chapter. Chaprer SixfoclIses on (he qualitative data oblaifled 
a/the close of/he ill/erven/iOIl by means oflhe caregiver evaluation qlleslionllaire and 
the foclis group interviews. /n parliclliar. these methods prOVided experiential dara for 




RESULTS AND DISCUSSION: Q U ALITATIVE E VALUATION O F THE 
COMMU NICATIV E INTE RV E NTION PHOGRAMME USING THEMATIC 
ANALYSIS 
In th is sect ion, the findings that emerged from the evaluat Ion quest ionna ire and fOCllS 
group interviews carried oul at the close of the communicative intervention programme 
are presented and discussed. These findIngs are considered unde r each of the themes. as 
shown in Table 6.1 , which emerged from the themat ic analysis of the data. 
Table 6.1: List of Themes identified 
Deafness , D isability and Communicati on 
Value and Devalue 
6.1 DEAFNESS,DlSABlLITY AND COMM UNICATION 
The find ings obtained fro m the themat ic analysis of the focus group intervi ews, in 
part icul ar, high light the complexity and uniqueness that deafness brings to the Sltual lOll 
regarding impairment, acti vity limitation or part icipation restriction that indicate 
disability, and more posit ive experiences that indicate funct ioning. Deafness in itself as 
impaimlent ultimately becomes a d isability due to wider soc ial and environmenta l 
barr iers wi thin a hearing society , due to the impact on the deve lopment of 
communication The various perspectives on deafness fu rt he r embrace the complexities 
lIl vol ved . 
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The need 10 address conununlcation is well recogn ised. Address ing communication 
through the use of s ign language withi n a socio-cultural mode l implies the absence of a 
disabi lity. The med ica l mode l however, views the person as having a disab il ity that needs 
to be fi xed so that the person can fit into soc iety. Accordi ng to Reagan (1990 in Takala et 
a i, 2000) deaf peop le may be seen as a cul tural and lingu istic minori ty rather than as 
people wit h a pa tho logica l med ica l condition. In fact. they dista nce themselves from 
impainnent and disabil ity (Corker, 1998 in Taka la et ai , 2000). 
T he follow ing discllss ion addresses aspec ts of d isability in relation to the deaf child's 
com munica ti on deve lopmen L. Contextual factors as barriers to fu nct ioning are discussed 
while the more pos itive ex periences are also described. In this way, the co mplex ities 
regarding the imp lications of deafness for the child and his/ her caregiver, accord ing to the 
foclls grou p interviews and evaluation question naire, are docu mented and discussed . [n 
view of the interven tion of this study focusing on caregiver-child interac tio n, fi ndings 
relating to the family and community of the Deaf chi ld are simply ou tl ined, be ing 
ac know ledged in the con tex t of d isabili ty. All fi nd ings are doc umen ted in accordance 
wit h the Interna ti onal Class ification of Fu nction ing, Disab ili ty and Heal th (ICF), (WHO, 
200Ia), wh ich su pe rseded the class ifi cation of impai nnen t, disability and hand icap to 
a ll ow positive experiences to be descri bed (WI-10, 200 I a) . 
In line with nu merous views aga inst the classification of impa irment, disabi lity and 
handicap, the [CF (WHO, 200 1a) is a classi fi ca tion with an ex tended scope that 
challenges mainstrea m ideas on the understandi ng of health and d isability. The [CF is the 
most recently accep ted interna ti onal standard to desc ri be and measure health and 
disab ility (WHO, 2001 b). Disability is not viewed as a prob lem ofa minor ity group nor 
just of peop le with a physical impairment, but rather in tenns of one's ability to 
participate actively in da ily living in the community. The [CF considers the social and 
physical environment as aspects of disability in terms of their impact on one's 
fu nctio ning, rather than focllsing o n the problem lying within the person (WHO, 200 I b) . 
Table 6.2 depicts the ICF framework that applies to this study. 
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T ab le 6.2: The YCF Approach to Classifica t ion (WHO, 200J a: 14) 
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(Disa~r ) restriction 
The South African d isabi lity rights movement de fi nes d isabil ity on the bas is or the social 
model of disab ility as follows. Disabil ity refers to the disadvantage or restriction of 
act ivity caused by the way that society is organised, taking little or no account for people 
with physical, sensory, or mental impairments . Disabil it y is therefore imposed on people 
with impairments who become disabled by society rather than by their impairments 
(McLaren & Philpott, 1999). Deafness as a disability has been well documented (see 
McLaren & P hi lpott, 1999; Whyte & Ingstad, 1998). The 1996 South African pop ul ation 
census claSSified the pop ulation accord ing to disabil ities incl uding sight , physica l, 
hearing , mental, multip le, and unspecified disabilities (Pop ulati on Census, 1996 in 
Guthrie, 2000). 
In the case of the Deaf chi ldren in this study, the communication breakdown in the 
environment (lhat involves the ca regiver, family and community) relating to deafness, 
brings about a disabling situation for them. Throughout the following discuss ion on 
dea fness and Imp lications thereof, the context of low socio-economlc status needs to be 
borne in mind and will be addressed in section 6.3 . 
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Whi le some of the caregiver's comments indicated the impairment of the hea ring loss, 
others correlated highly with thaI which is classifieu as participation rest rictions, 
according to the rCf (\VBO, 2001). That is, the chi ld cannol hea r or speak and 
consequen tl y, the deafness is interfe ring with effective communicat ion in the child's 
immediate envi ron ment as well as crea ti ng a societal disadvantage in limiting or 
preventi ng hi s/her participation in social activi ties that requ ire commu nication with 
hearing people. Deafness as a disabil ity implies that the focus is not on deafness bu t 
rat her on the implications of deafness and the absence of access to an app ropriate 
language for com mun icative in t.erac tion. 
With regard to an impact on communication, the thematic analysis revealed that the 
children 'S not speaking was of a greater concern than their not hearing. Hence, a 
communication disability was present. Feel ings of frust ration and hurt were ident ified 
with regard to the caregivers coping with the ir chi ldren not be ing able to speak. 
C 16: .... . AI her age she is supposed /0 speak already. I musl now acuwl/y be her ears 
so Ihall call leach her Ihe signs" 
CIO : "II is a bit diffiCUlt blll with lime yOIl gel lised 10 Ihe/ocl ... lhe ciJ ild 'sjruslralioll 
and your/nlslralio l/ ... sometimes you say you can 'f /1l/ymore ... yoully to help bUI il 
is quile difficll ll " 
C16 : "If is especially when she LDeaf ch ildJ is arOllnd children 0/ her age who speak 
properl)'. .. somelimes you/eel hurt IhM your child cal/ 'f speak Wifh them. because 
there are limes when she wanls 10 speak. She plays wilh th em alld fh ey falk to 
her ... /hclI you actually/eel sad alld a bif frustrated" 
This viewpoi nt of a communicati on disability rclates to a socia l pe rspective of deafness. 
Moreover, it re lates closely to the view of the Dea f as a cul tural community who assert 
that thcy arc simply a linguistic minority and not di sabled at a ll (Dolnick, 1993 I II 
Reagan, 1996), factors of importance in th is deb(lte inc lude for example, the way In 
wh ic h hea ring people ( incl uding professionals) view and undersland deafncss, sign 
language and other components of the deaf wor ld (Reagan, 1996). 
C I 0: "II [Deaf culmre] is aimost like another lIation for IIS" .. . C 16: " ... lhey are 
not another lIotioll. They werell 't brought up wilh liS. Their clIlwre is.. .what is 
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fostered in them ... it 's only that they are using anotherlanguage ... sign language, 
where we have the spoken language" 
Some of the caregivers viewed disability in terms of physical or intellectual ability or the 
degree of independence of the child, which concerns participation in society. According 
to the ICF (WHO, 2001a) these caregivers do not view deafness as a disability per se. 
The following excerpts indicate that they are concerned with the impairment of the 
hearing loss and positively with functioning. Interestingly however, these caregivers are 
talking about disability in its true sense. 
C4: "But he is not disabled ... he is clever and he knows right from wrong" 
C8: "He cannot hear but he can walk by himself...his mind is working well, it is 
awake" 
C 1: "I don't think that he is disabled because there is nothing that he cannot 
do ... Let's say that a disabled person is someone who cannot do anything for 
himself" 
C9: " ... she was able to speak but she got sick. She had meningitis. After that she was 
never able to speak" 
Some of the caregivers in fact used the term 'disability' in referring to the child's 
deafness. According to the ICF (WHO, 2001a) these caregivers are referring to impaired 
body function. 
C 15: "00. if they know the child has a disability, like now with the hearing loss ... " 
C12: " ... has the child complained about the disability yet ... they don't know whaMt is 
to hear " ... C10: " ... that's why it is not a problem for them" 
At the societal level, a communication disability within hearing societies was highlighted. 
In particular, one of the caregivers expressed her perceptions regarding an apparent 
disadvantage for deaf people, namely loss of hearing and poor speaking ability, that 
influences education and employment in a hearing society. From a socio-cultural 
perspective however, societal barriers to access to education and employment disable 
deaf people. 
C10: "They struggle a lot to get through to the hearing world. They are always trying 
to show the hearing people they are also normal, 'we can also do what you are 
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doing, just because we can't talk and hear doesn't mean we can't do 
anything' ... On Sundays I watch that deaf TV programn,ze ... there is no work. .. a lot 
of them don't want to learn about crafts and arts ... Soime of them are intelligent 
and want to go further with their studies ... then it com~s to a point you can't talk 
and hear ... they are actually struggling to get to a level where they can be 
educated, but we ignore them" 
i 
The thematic analysis highlighted the primary implications oithe children's deafness as 
decreased hearing acuity and either the poor use or the absence of speech. The child not 
I 
being able to hear or speak was found to have far-reaching implications in terms of 
I 
communication with hislher caregiver, family and community; in terms of resultant 
attitudes of caregivers, the family and community members; and in terms of coping with 
and raising a deaf child. 
These implications indicate the presence of a communication ~isability in that the degree 
of the child's deafness necessitates the use of an alternate to sbeech that is not accessible 
i 
in a hearing, speaking family and community. Access to and use of an appropriate means 
of communication for transaction and interaction therefore implies the absence of a 
disability. Without this access and use, the nature of the disa~ility in society is such that 
the wider social and environmental influences cannot be disregarded. According to Imrie 
(1997), the concept of impairment (i.e. hearing loss) needs to ;be placed within its socio-
cultural context. In this study, sign language became an appro~riate alternative to spoken 
I 
language. 
C 16: " ... that [sign language] is now actually the language df the deaf child" 
The signing skills of parents, their attitude towards signing and the opportunities they 
have to learn sign language, are strongly related to each other and have a direct bearing 
on parents' sign language use (Bomstein, 1990). The cdmmunicative intervention 
programme trained caregivers in language and communication strategies using sign 
language as the primary means of communication in ordefi to enable them to use an 
I 
appropriate mode and methods of transaction and interaction with their Deaf children. 
Moreover, the opportunity for the caregivers in this study to learn sign language provided 
, 
information on for example, their attitude towards sign language and their experiences 
I 
using sign language with their children in different settings. i 
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Joseph and Alant (2000) propose the importance of accepting sign language, learning to 
sign, and interacting meaningfully and easily with the child through signing. A sense of 
relief and of hope was identified in view of an alternative to speech that allows for 
I 
interactive communication, and hence minimizes the effects of communication disability. 
An overwhelming sense of satisfaction and acceptance of the use of sign language to 
communicate with the children was revealed in the focus group and evaluation 
questionnaire responses. 
C7: "] thank the fact they have helped me in that even though she is not going to 
speak she is going to use her hands to communicate" 
C16: "] learned to communicate with my child, and it is a language that 1 can 
learn ... we can now understand one another" 
C9: "]t helped me a lot coming here because] did not know sign language ... and 1 
learned how to communicate with her because] didn't know how to talk to her 
before" 
The tremendous benefits of learning and using sign language and overall improvements 
in dyadic communicative interaction that were identified, are highlighted in the theme of 
the parent-training service in Section 6.4.1. However, the need for communication 
breakdown strategies was evident in that strategies employed post-intervention that were 
reflected upon in the focus group interviews were those of seeking support from an older 
deaf signing child, and requesting the child to point when the caregiver failed to 
understand the child. Indeed, the latter requires the physical presence of the referent, and 
an absent referent according to the particular caregiver (C8) rendered this strategy not 
helpful ("That is difficult "). The results of the caregiver-child interaction analysis reveal 
the repair strategies used both pre- and post- intervention, indicating increased use of 
successful repair following participation in the programme. 
C 15: "You must first get the child's attention, he must look at you in the face and make 
eye contact and then talk with him ... 1 now know how to communicate with my 
child, we use the signs" 
C2: "What is helping me is that there is another child who goes to school there, who 
is in Standard ten, and stays near my house ... now there is nothing that bothers me 
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because he can also speak the language and would tell me that she [Deaf 
daughter] means this when she does this" 
A family and a community reliance on the caregivers' knowledge and use of sign 
language were reflected. 
C4: "At home, I'm the one that most people ask as to what he is saying" 
C8: "Sometimes you leave your child in another person's care. You must tell them 
that when he is using this sign you must know that he wants this particular thing. 
You are making things easier for the person" 
Deaf role models and th~ use of sign language as the primary means of communication 
were critical in the intervention programme. The 12-week programme is however a 
short-term, first-time intervention programme for the caregivers, necessitating content 
including pre-linguistic communication skills required for deaf interaction, language 
facilitation for early learners, and sign language. Learning sign language is a life-long 
experience. Long-term intervention is certainly necessary in order to address further 
I 
training in sign language for the caregivers, as well as a greater family involvement either 
directly or indirectly. As reported in the interviews, caregivers were relaying information 
from the programme and teaching sign language to other family members. Moreover, 
families were provided with an opportunity to learn about communicating with the deaf 
by means of the sign language booklet and video, and the language and communication 
I 
I 
booklet. These issues are discussed in more detail as part ofthe parent-training service 
theme. 
It was identified in the interviews that the child's deafness has far-reaching implications 
on communication within the family and in the community with the result of a disabling 
situation. Moreover, comments of the caregivers indicated difficulties in coping with and 
raising a Deaf child. Lederberg and Prezbindowski (2000) propose that it is not the 
child's deafness but rather the difficulty experienced in dyadic communication that has a 
general negative impact on mother-child social relationships.: High rates of behavioural 
difficulties are found among hearing-impaired children and lead to an increase in 
parenting stress (Quittner, Thompson-Steck & Rouiller, 1991
1
). As with all children, the 
social and emotional behaviour of deaf children is influenced by their ability to 
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communicate with significant others (Greenberg, 1980a). Behaviour management issues 
particularly as they relate to appropriate communication with a deaf child were addressed 
in the programme. The trend that emerged from the interviews was that of an 
improvement in communication, resulting ih improved behaviour and the child being 
easier to manage. A decrease in difficulties in careg~ver-chi1d communication encouraged 
more positive child behaviour patterns and lowered parenting stress. This trend is 
addressed further in the theme regarding the parent-training service. 
In most cases however, signs of frustration persist for both the caregiver and the child as 
occurrences of communication breakdown continue. The various responsibilities of 
raising a Deaf child evidently placed additional stress on the caregivers. The link between 
communication mismatch, child behaviour and caregiver-child relationship was 
indicated. 
C13: "The parent-training helped a lot that we can communicate with him and the 
discipline that we should have with these children" 
C6: "Coming here helped me because I can speak to her now when I tell her 
something or send her somewhere to fetch something ... and she now knows NO 
when I say NO " 
C 16: "You almost feel as if you're failing your ch ild and you feel grumpy because your 
child doesn't understand you ... if we don't understand ... what she wants to say ... she 
gets frustrated and throws something and then you feel sad that you can't even 
ask your child what she wants because she can't hear us" 
6.2 VALUE OR DEVALUE 
CI0: " ... you see many kinds of people. You get people who look down on the child. You 
get people that will help your child. Then you get those who are cheeky with your 
child" 
The second major theme that emerged from the thematic analysis was that of value and 
devalue. The positive perspective of value and the negative perspective of devalue were 
identified on the basis of inter-related issues namely, a psychological response to 
deafness, acceptance, attitudes towards deafness and the Deaf child, and support. These 
issues were addressed in the programme components of communication and language, 
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information and knowledge, support, and educational advocacy. In this way, a 
perspective of value rather than devalue among the caregivers would strongly suggest the 
! 
success of the programme objectives. Moreover, a positive perspective encouraged 
positive expectations for the child's future. This section pro'jides a discussion of these 
above-mentioned issues. . 
Local attitudes and physical barriers that typically change from one society to the next 
determine the definition of disability. Consequently, opinions on these definitions are 
I 
, 
varied (Philpott & McLaren, 1997). It is as a result of varying interpretations of disability 
that numerous models, including the medical and social ~odels, of disability have 
i 
emerged. The content of this theme of value and devalue relates to influences primarily 
of the caregiver, and also of the family, community and cul~ure. In this way, a social 
model of disability is adopted. 
According to Harry (1992 in Rose 2002) disability is a socially constructed concept. As 
is the case with the terms of 'race', 'ethnicity' and 'culture' that are sometimes used to 
I 
describe the same things, the term 'disability' is one whose definitions are derived by 
both the culture and the community. The science of medicine has been highly regarded 
leading to the assumption that experts have the knowledge about truths regarding the 
conditions and needs of children with disabilities. This assurnption often devalues the 
perceptions and understandings of the individual, family and community (Harry, 1992 in 
Rose, 2002). 
Differing opinions, attitudes and beliefs about deafness in chi*ren influence the way that 
I 
the family and the community interpret deafness. As a result, the way that the members 
of the family and the community value, interact with and treat: the children is influenced. 
Whether the life of the child is valued or devalued may ultimately influence the way that 
his/her family treats the child and community in which s/he li,\es. Moreover, the way that 
the child is treated invariably has an effect on his/her later performance (see Calderon & 
Greenberg, 1997). This is especially true in the context o( the family, which is the 
primary developmental context for young children (Crnic & Stormshak, 1997). 
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6.2.1 Value 
Deafness and the implications thereof indeed had an impact on the caregivers but an 
overwhelming sense of value towards their children was evident. Moreover, it was 
apparent that the caregivers valued deafness over mental handicap. 
C5: "You must tell that person who does not have a child like yours that someday she 
will be given a mentally handicapped child even if it is through her daughter or 
any other way" . .. C8: " ... which would be worse than your child because your 
child is intelligent" 
C8: "What I want is a child, nothing else ... he is fine, luckily [name of child} is normal 
mentally" 
The ability to cope effectively and constructively with a permanent disability can only 
begin once the family is fully aware of the irreversibility of the condition and of the full 
range of its effects (Vash, 1982 in Vernon & Andrews, 1990). 
The grief reaction, based upon a model developed by Kubler-Ross (1969), is a fluid 
process that cannot be divided into mutually exclusive areas. This model was based upon 
the grief process of terminally ill patients and includes the stages of denial, anger, 
bargaining, depression, and acceptance. Stages of grief do however continue in various 
forms throughout the life of the deaf child as they are not time linked (Luterman, 1987). 
The issue of acceptance of a child's deafness is perhaps in itself a fallacy - does a parent 
ever really 'accept' the deafness of hislher child? Pray (1996) suggests that a more 
appropriate term than that of 'acceptance' would be 'adaptation'. 
C11: "It is very difficult to describe how I actually felt. It wasn't a nice feeling to think 
that she is deaf, she can't hear again, and if she is deaf she won't be able to talk 
normally ... that was very difficult for me .. .I must accept it you see. It is not about 
how Ifeel, it is about her, how she can communicate" 
Over time parents adapt to the idea of their child's deafness and adopt various coping 
strategies. The type and success ofthe particular strategies employed usually depends on 
the personality characteristics of the person and the presence and severity of various 
stressors in that person's life (Quittner et aI, 1991). Numerous stressors, including 
community and cultural influences and socio-economic factors, were identified and are 
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discussed throughout the various themes. The psychological responses classified 
according to stages of adaptation experienced by and shared in1the focus group interviews 
among the caregivers will now be discussed. In spite of the presence of many stressors 
and the need to progress through stages of adaptatiort, the caregivers overall 
demonstrated an attitude of value towards their children. 
i 
Denial is one of the most important of the coping mechdnisms, in reaction to the 
diagnosis of deafness. This initial denial enables parents to T?obilize their energies and 
move forward. Yet, denial is to be followed by an acknowled~ement of the reality of the 
disability and a period of mourning in order for constructive management of the problem 
to begin (Vernon & Andrews, 1990). 
C 16: "According to me she could hear when I called her; I was probably in denial" 
i 
A reaction of shock to the diagnosis and permanence of deMness is well documented 
(Luterman, 1987). Even though the absence of required responses by a child to auditory 
I 
stimuli created a suspicion among the caregivers that sometHing was wrong, the initial 
response of the diagnosis was one of shock and disbelief. 
I 
Luterman (1987) suggested that the emotion of shock is a self-protective mechanism, 
much like denial. The intervention programme allowed for many opportunities for group 
discussion. In particular, caregivers were encouraged to talk!about how they feel about 
the deafness. Caregivers should be allowed to express their feelings openly without fear 
of being judged. If too much information is provided in this time characterized by high 
I 
levels of anxiety, which limit cognitive ability and henbe the ability to process 
information, feelings of panic are likely to arise (Luterman; 1987). Rather, Luterman 
I 
(1987) suggests that this is a time for dealing with caregivers I' questions and that people 





"I was devastated and worried ... l cried when thinking that my child is never 
going to change" . 
I 
"For me, it was also actually a shock at the beginning" 
I 
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C8: "When we are together like this as parents we get something because when you 
talk about your problem; there is advice because we are together" 
In addition to shock and disbelief, a sense of hopelessness was identified. Feelings of 
bewilderment were evident. Luterman (1987) proposes that many parents respond to 
their child's deafness with indignation that such a thing could happen to them. 
C 1: "[ don't even want to lie. [ never thought he would be like that ... ] cried here at 
[the hospital] thinking that what I've been told is beyond my control" 
C4: "] was devastated and worried" 
C16: "That day] didn't know whether] should cry or what. .. you don't really know how 
to feel" 
Anger and guilt are common reactions during the adaptation process. Myerson (1983 in 
Luterman, 1987) views guilt as being self-directed anger that the parent could have, or 
should have done something to prevent the deafness. Anger was not identified in the 
thematic analysis and the only evidence of guilt identified concerned the acceptance of a 
Deaf child as it relates to a religious explanation of the isiXhosa caregivers. 
C5: "You will be guilty when God has given you something and you don't accept 
it" . .. C 1: "That is what my mother is saying if he comes home beaten up and 
crying" 
Coping with deafness is most constructively faced when there is a realistic awareness that 
it is a loss of an important sensory modality (Vernon & Andrews, 1990). The loss of this 
modality has major ramifications and necessitates that parents re-address their 
expectations and hopes for the future of their child (Perold, 1999). The focus group 
interviews in particular, provided evidence of such awareness that strongly suggests that 
the intervention programme contributed greatly towards a positive process of adaptation. 
C5: "These people who cannot speak have those special signs" ... C8: "That depends 
on the child's hearing because the child's speech depends on his hearing ... The 
fact that she was never able to say mama is because she was never able to hear" 
Kubler-Ross (1969) identified the final stage of the grief reaction as being acceptance. 
In general, acceptance of the caregivers was shown to be conditional. Factors such as 
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communication, intelligence, health and access to education were indicated in bringing 
about positive acceptance. 
C9: "] am also very happy about the fact that] can sit down with the child and 
communicate with her. But before, ] was not able to cd,mmunicate with her" 
C2: "] accept my child cannot speak and will end up following the Deaf culture, as 
long as ] know that she is now going to be able to communicate with me" 
C16: "At the beginning it was very difficult to accept it, because she is not going to be 
totally normal or like my other child, but now] can see in the parent-training; 
now] can communicate with her and it is not that difficult anymore. There are 
times when] get angry, difficult and so, but we are coming along well " 
C 13: "] did accept it from the beginning because as long as he is healthy, and he is 
very healthy and very alert, very clever for his age" 
The extent of acceptance of deafness and sign language by one of the caregivers was such 
that she indicated no interest in possible medical solutions to ,deafness, such as cochlear 
implantation. Cochlear implantation as an option for the children participating in the 
intervention programme is discussed under the theme of low 'socio-economic status and 
I 
health service delivery. 
C8: "Now that] can try to speak it [sign language} ] do not have any problem. He is 
fine - to speak to him in that way. Even that thing that the doctor can cure 
children to speak again, ] don't want to hear a thing. ] will never go there. He is 
okay like that. He can stay like that and I'm also used to him like that" 
Parents may revisit various grief stages during the child's life that are usually initiated by 
particular stresses or anxieties, such as educational dec'isions (Luterman, 1987). 
Acceptance is therefore not devoid of grief (Luterman,,1987). Responses of the 
caregivers highlighted that acceptance is an ongoing process, one of adaptation 
throughout a series of events and influences that are both positive and negative. 
C7: "] accept it as long as when he is ready for school he will get a school. But he is 
still youngfor now" I 
C8: "] did not have a problem ... but] told myself that whatever] have] would give 
I 
him education if there is a way and a school" , 
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Cl was the only caregiver who expressed that she continues to find acceptance of her 
child's deafness and the implications thereof difficult. Others could relate to this mother's 
struggle in that they had experienced the same feelings when their children were of the 
same age. Caregiver support within the group was thus likely to encourage feelings of 
acceptance for C 1. Furthermore, the programme was described as "motivating" (C 13) 
and "encouraging" (C 15). 
Cl: "My child is three" .. . C8: "That explains why you have not accepted this" 
.. . C4: "With us too, at that time it was difficult" .. . C8: "It was difficult for us 
at the time that they were still young" 
Additional factors identified as aiding in acceptance included a supernatural element and 
the management process. Explaining the child's deafness as part of God's plan not only 
helped some of the caregivers to account for the cause of but also in coping with the 
child's deafness. 
C8: "He's fine just the way he is and God knows why He has made this child like 
this ... my first child did not survive. This child survived with this problem but God 
knows why, even if he was made like the one who is drooling he is fine" 
C 16: "It is how God gave me the child and he's responsible for how everybody is born, 
how they look. So, I accept. God decided to give me a child with a hearing 
problem; there's nothing that anybody can do about it" 
The foregoing discussion has demonstrated the process of acceptance that led to an 
overall greater perspective of value towards both the children and deafness. Such a 
perspective was further demonstrated towards the children in terms of the caregivers' 
willingness to be involved in the life of their children. This role of the caregivers applied 
to for example, participation in the intervention, activities of daily living, teaching 
discernment, and school involvement. Such involvement is indicative of interest in the 
child, and hence some degree of acceptance, and hence of value. 
C 16: "Everything that they did here, that they present, we've received but I would want 
to know more if there is more to learn" 
C 14: "People need to come. We are glad about the fact that we have to be here" 
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C 1 0: "It is about motivation; if you don't make an effort with the child that child won't 
work and won't progress" ; 
C6: "I teach her to sweep, to wash dishes, and to know right from wrong" 
In addition to the caregivers, acceptance and hence value by the family was identified. 
An attitude oflove of the caregivers as well as the family was lndicated toward the child. 
C4: "They love her at my in-laws, even my mother-in-law 'and her grandfather; they 
love her a lot ... when we visited them they wished we would stay longer" 
Interestingly, the family members regarded the Deaf child, as 'special' whereas the 
I 
caregivers generally regarded the child as 'normal' in that there is no difference between 
a hearing child and a deaf child. Unlike the family, the car6givers did not view their 
children as being 'different' from other children, yet both attributed value to the child. In 
general, the family attributed value by expressing this difference in a positive light and 
I 
offering a suggestion that the child is special in some way. The caregivers attributed 
value to their children in the sense that they did not view them as different from 
mainstream society children who should be treated differently. This discrepancy in 
attitudes brought about disagreement between the caregivers ~nd members of the family 
in terms of child behaviour management. 
According to Irlam (1996) a charitable view of disability sees the child in this case as 
deserving pity and sympathy, essentially dependent on othe~s. This view is limiting to 
disabled people as it assumes that they cannot be independent, autonomous human beings 
(lrlam, 1996). 
C16: "Pity and shame ... everybody now feels so sorry for her, they pamper her" 
C8: "My family loves him a lot in such a way that they didn't want him to be punished 
when he has done something ... it would be me who tells them that he is also like 
the other children. He does do wrong things just like the other children because 
this person is normal, his mind is wide awake" 
It is apparent from the above excerpts that a view of disability referred to by Irlam 
(1996), as a human rights view was generally present among tpe caregivers, although not 





opportunities as able-bodied people, and should be regarded as equal and positive 
contributors to society. The social model sees disability as a human rights and 
development issue (South African Federal Council on Disability, 2002). In line with this 
view, a strong sense of responsibility among the caregivers regarding teaching and 
behaviour management was evident. 
C8: " ... You mustn't feel sorry for him ... they are not different from the other 
kids ... they can do everything that can be done by other children" 
C 1 0: "you must treat them as normal as possible" 
C8: "It's important that you teach him as he is just like the other children. You 
mustn't feel sorry for him. He must learn to differentiate when something is 
wrong, that I now don't like a specific thing that he is doing and he must see that 
it is not right" 
As mentioned above, family members viewed the Deaf child as special. Similarly, the 
child was valued by the community in the sense that slbe was regarded as different from 
other children. 
Cl: "They love him and they like speaking to him ... a lady going to town would 
sometimes ask me if she could take him to town with her" ... C8: "I wonder what 
it is that people see from this child that is so special" ... Cl: "Sometimes he 
would come back with clothes or something else" .. . C5: "You also have to 
console yourself" ... C8: "Yes, accept it you see, it would have been difficult to 
accept it if it was not for the other people [in the informal settlement] " 
Both the family and members of the respective communities indicated value through 
showing an interest in learning how to communicate with the child. This is a positive 
finding in view of the presence of a communication disability in a hearing, speaking 
family and community. 
C4: "I can see that they want to learn [sign language]" .. . C9: "Yes, they like the 
way she speaks" 
C5: "There are so many of them who come to my house and ask how they can go 




Perceiving a difference between deaf and hearing children in a!negative light may lead to 
categorizing the deaf child as belonging to a specific social group and ultimately 
devaluing the child. According to lrlam (1996) this viewpoint is one that sees disability 
from a medical perspective. A handicap is seen as making tM child disabled and hence 
I 
the child is excluded from mainstream social and economic life because s/he is thought to 
be incapable of sustaining a 'nonna1' life in the presence of thi handicap (lrlam, 1996). 
I 
As can be expected, the caregivers of the Deaf children m~y be affected by devalue 
attributed to their children. They may feel marginalized, ignored, intimidated or 
humiliated (Dobson, Middleton & Beadsworth, 2001). Althou~h a value perspective was 
i 
evident among members of the community, the community [was still found to place a 
tremendous impact on the caregivers through signs of devalue. A greater number of 
comments of devalue from the community, than comments attributing value to the Deaf 
children, were identified. ! 
The sense of denial was not only restricted to the initial stages but continued further into 
much later stages (Lutennan, 1987) for the one caregiver (cnifor whom acceptance was 
made difficult primarily because of the attitudes and resp6nses of members of the 
community. Once again, a disabling situation was high1ighted.
1 
i 
Cl: "I can see that he is not going to hear but I have not accepted the fact that he 
cannot speak and this is difficult because he plays with the other children ... he 
comes back crying and children his age beat him. ,Children his age do not 
understand that he is different" 
I 
This caregiver shared numerous unfortunate experiences during the interviews regarding 
the community children's behaviour towards her son. Responses from some of the 
caregivers indicated the possibility of these experiences ~aving a direct, negative 
i 
influence on Cl's acceptance of her son's condition. This situation highlights the need for 
team members to be aware of the ongoing need for counselling in tenns of their 
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emotional response and stage of acceptance. Devalue attributed by children in the 
community was not unique to CI alone. 
C9: " ... it is unacceptable ... " ... C8: "They are going to spoil this for her. They 
will make her not accept this thing about her child" 
C I 0: "There is a lot of prejudice where those children are concerned. .. some children 
play nicely with them but you get those children who can't talk so they will stab 
them in the back. .. At the end of the day the mother comes and she says ... what does 
your child know, she can't even speak. Then it is a whole argument" 
C 1: "My one goes to watch TV ... there is one of the children who has broken 
something when he was together with some children. It will be my one who has 
broken the thing" ... C9: "It goes like that in those halls. It is just the same in 
my situation, it goes like that in the shacks" ... C 1: "Yesterday they were 
watching TV and there were many of them. I just saw him being chased out and 
they were saying 'Get out! Get out! ' .. .I don't like this " ... C4: "They accuse him 
of everything because he cannot speak" 
C9: "I sometimes cry as well and think that it will be better if I leave to the rural 
areas 
In addition to children in the community, it was identified that adults also influenced 
acceptance and coping for the caregivers. Community perceptions and responses 
regarding deafness and caring for a deaf child clearly burdened many of the caregivers. 
The impact of disability thus extends well beyond the disabled themselves. While 
individuals bear the brunt of impairment, disability creates hardships for those who care 
for those with disabilities (Committee of Inquiry, 2002). 
The perspective of devalue that was identified resulted in for example, conflict, and 
feelings of sadness and hurt. An inadequate understanding and awareness by community 
members regarding deafness and implications thereof was indicated. 
C4: "My neighbours thought that she will eventually talk ... there was another woman 
whose sister was unable to speak and could only speak when she was five years 
old ... They said 'your child is going to speak ... she can say mama. Maybe when 
she's cross she will say no-no' " ... C8: "With me too, they disagree a lot 
with that thing [speaking ability] ... They are still saying that maybe he is still 
going to speak" 
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C 10: " ... when you were here [tertiary hospital] the doctors explain to you this is the 
ear, this is wrong with your child's ear, and you feel that you know what is 
wrong ... People say... 'why is your child deaf, did you fall or something? ' ... You 
say no, that's working that's not working ... What do you know you are not a 
doctor! So I'm tired of explaining to people ... if I say something they want to say 
otherwise ... and that tires me" 
C 16: "They think a lot of the time if the children can't hear they are dumb ... my one 
friend said to me she will never go to school and you will now have to look after 
her for the rest of your life. Then I said now I don't have to ... Now a lot of people 
think if you are deaf, then you don't have a future" 
It follows then that there are social consequences of disability regarding the awareness 
and attitudes of the public. Sometimes overtly, sometimes unintentionally, society 
discriminates against people with disabilities (Committee of Inquiry, 2002). Once again, 
the tremendous need for increasing awareness regarding deafness and disability became 
apparent. Guthrie and Sait (200 I) reported however, on the finding that at a National 
Government level, departments have done very little to cre~te public awareness, or to 
develop comprehensive strategies for awareness on disability issues. Ultimately, failure 
to create public awareness may well contribute to the exclusion of people with 
disabilities. The need for awareness complies with the social model of disability in that 
deafness and its implications regarding communication need to be considered in the 
socio-cultural context. 
CIO: " ... to have a deaf child is not a scandal anymore, it 'has been hidden all these 
years ... it was always said if your child is deaf you can't mix with the community, 
you get pushed away ... like if your colour is not right then you can't be in the 
community " 
C16: " ... a lot of people are too shy to be seen with deaf people ... They can't talk 
because they never had the ... training or their parents were maybe too shy to bring 
them out into the public ... There are a lot of children who are deafmute but the 
parents keep them inside the house because they are too scared about what the 
people will say about the hearing loss" 
C 10: " ... came to me and said she's rude, she doesn't have il way of greeting people" 
Penn et al (in process) highlight the need to raise public sensitivity and consciousness of 
South African Sign Language and the situation of the deaf. Rather than devalue per se, 
responses of the community may well be as a result of a lack of information and 
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awareness regarding deafness and issues relating to access to communication through the 
medium of sign language. While some of the caregivers remained silent in spite of 
devaluing comments, negative attitudes and responses to the Deaf child appeared to 
encourage many of the caregivers to create awareness. Awareness was reportedly being 
created regarding deaf individuals, their integration in the hearing world, and 
communication strategies useful in interaction with their Deaf children. Such a positive 
response further indicated a value perspective. The nature of the programme components 
was believed to contribute towards caregivers being empowered to share information 
with others in order to create awareness. 
C 16 "I didn't know they [Deaf] get up to high school eduCCltion until 1 came 
here ... that 's why 1 know people are not informed enough about deafness ... a lot of 
people .. .just think they are deaf and dumb end of story ... they think that the 
children will never be able to get anywhere in the world" 
C 13: ..... so hidden like they've always been ... and that people at least can know children 
who are deaf or people who are deafand that they can have functions so that we 
can communicate more with one another .. '! think if they can show more 
progmmmes on TV so that people can understand that there are also people who 
are deaf or who can't talk" 
6.2.3 Support 
Indeed, responses of devalue necessitate the need for some form of support for lhe 
caregivers. Kerr and Mclntosh (2000) emphasize the importance of social support -
information and other resources - for families of children with special needs. 
Specifically, social support may serve as an effective safeguard against lhe stress and 
isolation typically faced by this population. Social support may then be regarded as a 
coping pattern that is related to greater adaptation. 
Social support was found to be associated with lower levels of stress among parents of 
young deaf children, and with the interaction style of hearing mothers of deaf children 
(Meadow-Orlans, 1994 and Meadow-Orlans & Steinberg, 1993 in Calderon & 
Greenberg, 1997). The necessity of support and the variety of sources of support for the 







from the parenr-rralning service and programme components is discussed under rhe 
theme regarding the service in section 6.4, Some support derived from [he programme is 
introduced here, such as school placement in educational advocacy, while the focus is on 
support that is not directly related to the programme. Table 6.3 depicts the various 
sources and types of support and these are discussed below. 
Table 6.3: Sources and Types of Support 
Source of Support Type of Support 
FtlO1ily I • Emotlonal ~ I 
I si X husa Culture/Traditions I • Caring Cor Jcn f child 
• Seeking. so lutions rurc llild"s ~oll di t lon 
Friend:; • EmotIOnal 
• Finanei",1 
.---
'v'ar iol l_· members of cOllul\ \l ll ity • Financi al 
• Emotional 
• Communicat ion means 
I 
Supernatural • Spiritual 





• Emotion" \ 
School i • Communication & Sign language 
l · [n fOml<lrioll 
• Family C u ltu refT rad i t ion 
• Community Supernatural & Religion 
• School 
Table 6.3 indicates the support for caregivers obtained at the levels of the family, culture 
and tradition, the community, the supernatural and relIgion, and the school of the Deaf 
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child during the course of the intervention programme. In most cases, a combination of 
sources or types of support proved to be helpful. 
All of the sources and types of support discussed as well as the attitudes and issues of 
acceptance identified in the thematic analysis revealed the coping strategies used by the 
caregivers. For example, the discussion thus far has pointed out that acceptance of the 
situation helped them to cope. The themes regarding socio-economic factors and the 
parent-training service will highlight, among others, the importance of socio-economic 
support, information on deafness and communication, and parent-to-parent support as 
determinants of caregiver coping. These forms of support and others were provided in the 
intervention programme and are discussed in depth in section 6.4. 
According to Hintermair (2000) emotional support has been pinpointed as an essential 
form of support for parents of hearing impaired children. A general trend identified in the 
thematic analysis was that friends and family members provided emotional support to 
the caregivers. 
C14: " .. J have a lot of support. I have my parents who help me, my mother-in-law, my 
friends, a lot of people. That's why I feel I'm not alone, and [child] ... a lot of 
people like him ... that's why I don't have problems with him" 
C 16: "The support you receive from your family and your immediate friends is actually 
what keeps you going" 
C8: "It would have been difficult to accept it ifi! was notfor the other people [in the 
informal settlement]" 
The general trend for the Coloured group of caregivers was to seek emotional support 
from friends as well as family. Few of the isiXhosa caregivers sought emotional support 
from family and community members. Similarly, Fisch (2001) identified that it is 
common in the isiXhosa culture to not bother parents or family members with personal 
problems, since they are respected figures. In this study, support from friends was 
typically in the form of loaning money, for example to cover transport costs to access 
intervention. Personal matters were not typically revealed to isiXhosa family or friends. 
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The issue of financial support is addressed further in the themes regarding low socio-
economic status and the parent-training service. 
C9: "/ also go to my neighbours [with personal matters], or to my sister-in-law 
because / stay with her" ... C9: "/ also go to my next door neighbour" 
C7: "/ don't talk about my problem to my neighbour. I'm borrowing money, that's 
all ... Even at church you don 'tjust talk about it in pubUc" ... Cl: "You go to a 
person when you have money problems but you won"t always talk about your 
problem to her. You keep your problem to yourself" i 
A traditional/cultural influence for the isiXhosa caregive~s regarding the paternal 
I 
family was highlighted regarding numerous aspects of c~ring for the Deaf child. 
According to Mafuya (200 I) the paternal family has authority for the wellness of the 
child. Cultural respect for the child's paternal family wa~ evident in the isiXhosa 
caregivers' interviews even though these caregivers sometime~ rejected particular forms 
I 
of support. An example of an instance reflecting respect is that ~of the child who is beyond 
potty training age and who continues to have potty training in~idents. This is perceived 
as a problem to be addressed by the paternal family who may lin fact need to carry out a 
traditional ritual. 
C9: "You should take him to his paternalfamily" ... C5: 
calling a member of his paternal family to scold16 him" 
i 
"What is needed is 
Caregivers' comments reflected on issues that are compounded by the deafness of the 
child. In this regard, it will become apparent in the following discussion that the isiXhosa 
traditional and cultural beliefs and practices are a form of support yet seem to render a 
conflict in that they were not always applied by the caregivers in this study. Whyte and 
Ingstad (1998) argue that traditional beliefs are significant in shaping the situation of 
people with disabilities and their families. 
C I: " .. . people who say he is never going to hear or speak. Some say why don't you 
ritualistically send him to his paternal family home ... maybe the traditional customs is 
what he needs .. .It becomes difficult for me because at his paternal home my child 
doesn't have a father. At his paternal home they told me that their children, even if it 
16 The term 'scold' in relation to the paternal family implies that a member of the paternal family is 
intervening for the good of the deaf child. 
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is their son's children, are unable to stay at other people's homes. They have to stay 
in their home .. .It is worse now that he is like this. I would not like for him to go and 
stay with another person because I won't know how that person will take care of 
him" 
C4: "I don't want her staying at her paternal home ... they stay far away. I don't think they 
know about this problem. Some people think this is a tradition issue ... Sometimes I 
believe it and sometimes I do not. What makes me not believe it is that she does not 
give me problems with other things at all " 
Moreover, a disparity was identified between traditional isiXhosa beliefs and the views of 
the isiXhosa caregivers regarding a possible solution to the child's condition and seeking 
support from traditional or spiritual methods. Even though the family and community 
were pressurizing these caregivers into following traditional and spiritual options, a 
cultural influence was rejected. The caregivers were clearly burdened by such an 
influence. 
Unlike the isiXhosa caregivers, their families generally preferred traditional explanations 
and solutions for the deafness of the child. However, these caregivers were found to 
explain cause in terms of God's plan rather than in terms of traditional factors. They in 
fact showed a preference for Western forms of intervention (e.g. hospital, and 
communicative intervention programme) over traditional methods. Similarly, in a study 
of African families (Serpell, Mariga & Harvey, 1993 in Kalyanpur, 1999) it was noted 
that families who attributed a condition to an act of God were more likely to seek help 
from a modern medical facility. Those who believed in the involvement of spirits were 
as likely to visit traditional healers as a medical facility. 
C1: " ... there are people who believe that and say that I must consider going to take 
him to a Traditional healer, you see maybe it is because of evil spirits that are 
causing this child to be deaf" 
C4: "I never thought that I should take her to the Traditional healers. I have accepted 
it but they [community members] say that I should take her" ... "We are satisfied 
with what we learn here [at Parent-training service] " 
C6: "We didn't even think about the sangoma option" ... C 1: "I never thought 




Additional cultural influence concerned a religious/spiritual form of support, namely 
faith healing that was recommended to the isiXhosa caregivers. Once again, the conflict 
in the support offered was evident. One of the caregivers in fact made use of faith healers 
but little respect for religious methods was evident since they brought about no change in 
the child's condition. 
C5: "I never considered those things, there were not even suggestions that he should 
be taken to faith healers and so on. When it became apparent that he has this 
thing, he was taken to [name of tertiary hospital]" 
C9: "My mother-in-law said that holy water from the church must be put into her ears 
and I said 'No, the doctor said the ears must not be fiddled with' " 
C9: " ... they said that I must take her to church because there was someone who was 
not able to speak ... that was taken to the church faith healer and then was able to 
speak. But I did not take her there" ... C8: "Mine too, there were people like 
that but I told myself that it is not the case for me ... because God made this for 
me" 
C I: "I eventually took my child to the faith healer but I never believed in that because 
this person said that the pastor would explain his problem. He put his hands on 
his head and prayed and said he is already hearing, and I thought no ... " ... C4: 
"He is lying" ... C9: "He was only prayed for?" ... CI: "He poured something 
like oil on him .. .I thought no, I never did it again" 
Religion and a supernatural element as a source of support were in fact discussed across 
all of the caregivers. Prayer and church attendance, as means of coping, were identified. 
There is consistent evidence that religious orientation plays an important role as a coping 
strategy for caregivers of disabled individuals (Selway & Ashman, 1998). Prayer, church 
attendance and specific religious beliefs have been identified as sources of support that 
provide parents of disabled children with hope and strength (Bennett, Deluca & Allen, 
1995 in Selway & Ashman, 1998). 
C16: "PrayerJriends andfamily; that can also help you a lot" 
C9: "The church ... there is no place else" 
C 15: " ... help does not come from the person outside the family, it comes from God and 
prayer and your faith ... and of your acceptance of what you have, the fact that 
your child is deaf .. If you accept and you have faith. .. then there is not a problem" 
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Many of the isiXhosa caregivers used prayer and their church in order to address personal 
matters relating to themselves and their children. 
CI: "Even if you don't go to church, you pray about it" ... C2: "You would pray and 
ask God. The church assists in a lot of things " 
C2: "] talk about my problem at church when I'm praying" 
Some support was received from hearing members of the respective communities who 
occasionally cared for some of the Deaf children, and so needed to make use of an 
appropriate means of communication with the child, namely that of sign language. The 
interest in and actual use of sign language by community members was identified as a 
tremendous source of support, as was the sign language support offered by Deaf adults 
directly involved in the intervention process (see section 6.4). The support, and hence 
value, provided from members of the community was shown to encourage acceptance of 
the children's deafness and the implications thereof. 
C8: "Sometimes you leave your child in another person's care. You must tell them 
that when he is using this sign he wants this particular thing ... they always check 
it [sign language booklet] " 
Finally, a source of support during the implementation of the programme was the school 
of the Deaf child. The educational advocacy component of the programme encouraged 
pre-school entry for the majority of the children (N=13) during programme 
implementation. In addition to being derived from the programme itself, types of support 
derived from the school for some of the caregivers included communication and sign 
language, and information. Information on nutrition and subsequent food aid provided by 
the school was identified as particularly necessary for the isiXhosa caregivers in view of 
their socio-economic circumstances. 
C8: "] too used to have the same problem ... but now that he goes to school, they will 
think that they are accusing him because he cannot speak but he just tells me 
using sign language and I would know all of that ... before, he would encounter the 
same problems because he really could not explain what was happening" 
C8: "We are happy that they are well looked after at the school. They even check 
things like the child's weight ... so they wrote to me about the health people that 
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were there and said that he is underweight ... so then he will be on their feeding 
programme. So I'm glad about that ... maybe if he wa1 there in the township he 
would not even have been checked by the health workJrs ... Everything they say is 




6.2.4 Future Expectations 
C12: " ... it depends on the parents to also contribute towards the child'sfuture. It's the 
same as for a child that is normal hearing" 
An optimistic attitude towards the child's future may bring about greater acceptance of 
the situation (Taanila, Syrjala, Kokkonen & Jarvelin, 2002). A tremendous sense of 
value was evident in the caregivers' hopes for the future for both themselves and for their 
children. In general, future expectations were positive. A human rights view (Irlam, 
1996) of disability was once again revealed in that the caregivers perceived their Deaf 
children engaging in the same opportunities as hearing childryn and indicated that their 
children should be regarded as equal and positive contributors:to society. 
C15: "The constitution says it very nicely that one won't ,be discriminated against 
because of your s kin colour, language, culture or the disability you have. You will 
be treated with equal rights .. ./ focus on the countlTy's constitution. I'm not 
worried I will cross the bridge when I get there" . 
C9: "I see that their lives are going to be the same as the {ives of the other children 
who are able to speak, especially because of the fact that they are at school. It 
would have been different if they were not at school" . 
The importance of education and employment was identified in caregivers' wishes for the 
future, especially among the isiXhosa caregivers, both for themselves and for their 
children. In particular, education was identified as bringing about a positive future for the 
child. Evidently, educational advocacy in an intervention programme for this study 
population is critical. 
Education and employment are well documented as indicators of socio-economic status. 
Disability bears certain economic consequences and is closely related to poverty in that it 
makes households more vulnerable to poverty and the effects thereof. Moreover, disabled 
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people face additional barriers to education, employment and access to basic services 
(like transport) that conspire to keep them poor (Committee ofInquiry, 2002). 
C9: "I wish for my child to get education and become what she wants to be" 
6.3 LOW SOCIO-ECONOMIC STATUS AND HEALTH SERVICE 
DELIVERY 
A third major theme that emerged from the thematic analysis was that of the socio-
economic context for the caregivers, their families and community, and health service 
delivery in this context. 
All of the caregivers raised issues relating to the challenges inherent in their socio-
economic situation. Examination of these views collectively allows for an appreciation 
of the disadvantaged context in which these Deaf children live, and highlights the 
challenges that need to be overcome if intervention is to be beneficial in this context. 
Guralnick (1997) reports that interventionists have acknowledged the importance of, 
among others, contextual factors related to social support provided by family, friends, 
and the community; the availability of financial and material resources to families; and 
parenting practices and developmental expectations established through cultural 
standards. Such factors contribute greatly towards family interaction patterns that 
influence a child's development (Guralnick, 1997). 
Challenges identified include caring for a deaf child in the specified context, poor living 
conditions, unemployment, access to basic services such as transport, and the lack of 
accessibility and availability of comprehensive health services. Moreover, the dire need 
for social security was highlighted. 
6.3.1 Low Socio-economic Status 
When a child is born with a disability, parents experience the typical stressors associated 
with parenthood as well as a host of additional stressors unique to their child's condition. 
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i 
Worries about money, housing, and a lack of support are common causes of anxiety. 
Significant life conditions such as low income, poor living conditions, a lack of social 
support, isolation, poor access to services, and poor nutrition may be further related to 
psychosocial stress (Kerr & McIntosh, 2000). Such life conditions in addition to factors 
relating to the child's deafness were a reality for the caregivers in this study. 
In this context, socio-economic factors and family structure influenced the person of 
primary caregiver. The context of poverty often necessitates parents seeking employment 
while family members care for the children. Moreover, the family structure in many 
families tends to be extended rather than nuclear, and may also be multigenerational. The 
mother may then not necessarily be the primary caregiver and many children of similar 
ages may well be in the care of a single caregiver (Louw & Avenant, 2002). 
C5: "I'm not going to be able to explain about [name of deaf child} very well because 
he was not born by me .. .I am only going to explain just a bit, his mama would 
explain it [diagnosis] better" 
C7: "I don't know how she got into [name of tertiary hospital] when her mama took 
her ... Her mama was told there ... " 
C14: " ... when [child] was 8 months I went to work and my husband's mother looked 
after him" 
Difficulties regarding living in a low socio-economic context were highlighted. 
C9: "It goes like that in those halls. It is just the same in my situation, it goes like that 
in the shacks" ... C4: "You live in difficult conditions ... Shew, staying in those 
halls! " 
Cl: "I have a problem when he goes out ... " ... C2: "You have to close the door 
and put down a net or something and put everything there that he can play 
with .. .I don't want mine to play outside with those things" 
In South Africa, poor people live in underdeveloped areas in which there is a lack of 
sanitation, running water, electricity, health services, job opportunities, and educational 
and recreational facilities (Office of the Deputy President T. Mbeki, 1997). The country 
faces a continuing challenge of alleviating poverty and meeting basic needs (Committee 
of Inquiry, 2002). In absolute terms, poverty reflects an inability to afford an adequate 
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standard of consumption. In this regard, an income level sufficient to afford adequate 
consumption is used to determine who is poor. The distribution of resources in society 
that underpin absolute poverty cannot be disregarded. Thus a definition of poverty in 
'relative' terms refers to an individual's or a group's lack of resources in comparison to 
that of others in that society (Committee ofInquiry, 2002). 
South Africa's social safety net has its roots in a set of apartheid labour and welfare 
policies that were racially biased and based upon full-employment. The Committee of 
Inquiry (2002: 15) states that "for a comprehensive social security system, poverty can be 
defined as the inability of individuals, households or entire communities to command 
sufficient resources to satisfy a socially acceptable minimum standard ofliving". 
The greater vulnerability as a consequence of poverty tends to result in a continuous 
exposure to various risks, including unemployment, ill health and disability, which in a 
way trap people in a cycle of poverty (Committee of Inquiry, 2002). The majority of 
people with disabilities reside in the most poverty-stricken and underdeveloped areas of 
South Africa, creating a cycle in which poverty renders people vulnerable to disability 
and disability reinforces and deepens poverty (White Paper, 1997 in Bhagwanjee & 
Stewart, 1999). Poverty increases vulnerability to disability through for example, 
exposure to disease, difficulty accessing adequate basic health care, and a lack of 
informatiOn/knowledge about prevention (Pal & Chaudhury, 1998; Committee ofInquiry, 
2002). Thus, the poor are at a significant disadvantage in preventing the onset of 
disability and in ameliorating its effects (Bhagwanjee & Stewart, 1999). 
Having a deaf child was reported to be very difficult for the caregivers when living in 
their low socio-economic conditions. Economic stress was identified in terms of 
unemployment, transportation costs, and the need for social support services. Each one of 
these issues deserves mention. 
C8: "My child doesn't have a father and I am not working, but I'm making my own 
efforts. Their clothes are expensive and food for his lunch-box is supposed to be 
healthy" 
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C2: "No we are not working" 
The loss of a job, or the inability to find one, has a devastating impact on individuals and 
their dependants. Post apartheid, unemployment rates for the majority-population 
remain high (Committee oflnquiry, 2002). In low socio-economic communities, the issue 
of disability is set aside as other issues, such as providing adequate nutrition for their 
children, become of paramount importance. Basic survival is! a priority for most of the 




C8: " ... and food for his lunch-box is supposed to be healthy. When you are buying 
your groceries you must buy as if you are buying for a White person's child, as 
they say that the food shouldn't be dry and he must not look like he is needy" ... 
C2: "He must not look needy" 
C8: " ... they [child's school] wrote to me about the health people that were there and 
said that he is underweight ... so then he will be on their feeding programme. So 
I'm glad about that ... maybe if he was there in the township he would not even 
I 
have been checked by the health workers" : 
i 
Directly related to unemployment, was the concern of transpJrtation costs, particularly 
; 
in terms of accessing educational and health services, and the need for financial social 
support in the form of a grant. The intervention programme addressed the need for 
transport money as well as for social security. 
C9: "Transport money is worrying me because my husband is not working. I get 
money from here [parent-training] too ... When I don't get it here and I don't have 
at home I don't come. If I do get the grant money I will come " 
I 
C2: "She [parent-training co-ordinator] would try to heipi us so that we get grant 
money ... we did not know about that advice" I, 
C8: "There is time to take the child to school but what It don't have is money for 
transport" , 
C8: "I used to pay RIO but now I have to pay RI5 from the township to here [tertiary 
hospital] " 
In view of the many socio-economic constraints for the caregivers, the need for social 
support services in caring for their Deaf children was to be expected. According to the 
Committee of Inquiry into a Comprehensive System of Social; Security in South Africa 
i 
(2002), social security should be seen not merely as safety !nets and as measures to 
i 
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alleviate poverty, but also as means to promote self-sufficiency and independence. 
Receiving a social assistance grant was identified as a necessity for some of the 
caregivers, since most of them and/or their significant family members had no income. 
Having the responsibility of caring for a young deaf child implies the difficulty in looking 
for work, particularly being a part of a community for whom employment opportunities 
are so scarce. 
The willingness to accept this type of financial support seemingly contradicts a social 
model of disability in that the need for financial support suggests that the problem lies 
within the individual. The striking 'problem' for the children and their families from 
disadvantaged communities is one of poverty. 
C8: "I have grant money" 
Social assistance in the form of grants is only one form of social security, which in turn is 
only one aspect of social development. A holistic view of the situation of children with 
disabilities cannot be disregarded. Rather, all other aspects of their needs and rights need 
to be considered. For example, attention must be paid to poverty alleviation strategies 
that lead to development rather than dependency (Guthrie & Sait, 2001). 
The intervention programme staff acknowledged the socio-economic disadvantage of the 
caregivers as well as the communication disability as a result of the children's deafness. 
Applications were thus processed for social assistance in the form of a care dependency 
grant. 
The care dependency grant is a financial grant that has been awarded to caregivers of 
children aged between 1 and 18 years with severe disabilities who require permanent 
home care (Guthrie, 2000). The administration process is fraught with inconsistencies 
and limitations. For example, there are discrepancies in the assessments due to a lack of 
clear eligibility criteria and clearly defined terms, such as 'severe disability' (Footner, 
2000; Berry, 2002). The current definition of disability is based solely on a medical 
model of assessment (Committee of Inquiry, 2002; Guthrie, 2000). Eligibility is thus 
determined on the basis of medical diagnoses. The Committee of Inquiry into a 
280 
Comprehensive System of Social Security (2002) has recommended that all disability 
categories (i.e. physical, mental, sensory and intellectual) should apply and these persons 
who cannot provide for their basic needs should be eligible for the grant. Additional 
administrative problems include delays in processing the applications, and the pay-out 
not adequately addressing the needs of the child holistically (Footner, 2000). 
Extreme frustration with the social security system was identified. Either the application 
process was lengthy or delays were experienced in receiving ithe social assistance each 
I 
month. Delays and frustrations are degrading and embarrassing for caregivers (Guthrie & 
Sait, 2001). 
C2: "It [grant money] is inconveniencing us. I found out last week that they wanted 
money at school. I was forced to try and get the money so that I can pay it at 
school, and I was supposed to pay for transport, as well as the money to be paid 
every month. But the money was not at the pay station" 
C6: "I don't even know that I will ever get it" 
Shortcomings of the social security system in South Africa ha:ve been well documented 
and are being addressed (e.g. Committee ofInquiry, 2002; Guthrie & Sait, 2001). 
6.3.2 Health Service Delivery 
In addition to poverty, unemployment and vulnerability, the concept of inequality is a 
socio-economic concept that has particular connotations in ~ocial security and health 
I 
service delivery. The Committee of Inquiry (2002) refers to inequality as the unequal 
benefits or opportunities applying to social and economic aspects. Inequality between 
races is a striking feature in South Africa. Apartheid-style prejudice persists in terms of 
the contrast between those living in poverty and those who are not. Moreover, the 
inadequacy of current interventions, in a context of persistently high risk and deprivation, 
has contributed towards numerous challenges. One of these challenges is that of the stark 
race differential in terms of those who access private services (catering for the better off, 
who are mainly White) and those who are dependent on straine? public services (catering 
predominantly for the poor, who are mainly Black), (Committee ofInquiry, 2002). 
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In South Africa, health and rehabilitation services were historically structured in tenns of 
the ideology of the apartheid government. Due to past apartheid practices as well as 
current financial constraints, health services reaching disabled children that reside in 
lower socio-economic communities remains a challenge. In addition to a lack of 
implementation of a primary health care approach, inequalities existed in the provision of 
services in tenns of accessibility, appropriateness, funding and co-ordination, particularly 
across the variables of race, class, gender and level of urbanisation. Rehabilitation 
programmes are to be appropriate and accessible, particularly in disadvantaged 
community settings (Bhagwanjee & Stewart, 1999). 
Caregivers voiced their frustration with the current health system and the need for an 
accessible, more comprehensive system. The lack of availability of services for childhood 
deafness was identified at community level while the tertiary intervention service of this 
study was positively acknowledged. 
C15: " ... you get sentfrom pillar to post about the problem you have ... There's a lack of 
communication between hospitals ... we are now talking about from clinic to day 
hospital, then you must still go to [one of the two tertiary hospitals]. No one is 
willing to do something for you and yet they all fall under one profession" 
C 1 0: " ... at the [tertiary] hospital the sister told me that1 don't have to come there every 
time if she's not really sick. I can just go to the [primary level] clinic and get 
something there but ... They don't have the facilities to say the child has this wrong 
or it 's that wrong" 
C 16: "As I've already said there are not enough facilities for the deaf This is the only 
place I know" 
When families are unable to cope with the care of a disabled child, it may well be a 
consequence of poverty, lack of support, and lack of knowledge regarding what can be 
done to improve the situation (Ingstad, 1999). The differing abilities of households need 
to be considered in tenn of this context. In this regard, the human and economic 




" C] 1: " .. .1 met a woman who stays in [name of area]. There 'fve1ything is far. She says 
there is a deaf boy .. .1 told her about the parent training that I attend but I don't 
know how she will do it as it is so far" 
The socio-economic disadvantage of the caregivers clearly iJ#luenced access to and the 
nature of medical intervention sought. With regard to access, inaccessibility of services 
due to factors such as distance and financial constraints has been well-documented 
I 
(Arslan & Genovese, 1996; Coyle, 1999). Even though the caregivers acknowledged the 
I 
importance of taking their children to the various clinics artd/or hospitals, they were 
limited in or prevented from doing so because of the cost of travel and their 
, 
circumstances. Rafter (2000) obtained similar findings in her efficacy study regarding the 
I 
use of solar powered hearing aids in South Africa. 
Cl: "It is difficult but you are going to try and bring him [to hospital despite no 
money] because you can't leave your child like that [sick] " 
I, 
C 12: " ... we must think more about the moms in the community who don't have the fares 
to come to [tertiary hospital]. One, two, three taxis that you must take, so because 
I can't get there I will keep my child away" 
C8: "Crying won't solve anything because most of the time you are not there and 
meanwhile you have to answer at home and all the troubles are brought to you" 
With regard to the nature of the intervention sought, low socio-economic status cannot 
i 
allow for costly intervention, such as the fitting of hearing aids!and cochlear implantation 
for children who cannot afford it. In agreement with Penn et al (in process), most deaf 
people in South Africa are not in a position for the ideological choices offered by the 
pathological and socio-cultural views, to constitute their realitY. Access to the social and 
economic infrastructure is necessary for the dualistic choice to be meaningful, yet this 
access is not available to most of the deaf in contemporary Squth Africa. The so-called 
choice is thus driven by poverty and economic constraints, I rather than by belief or 
ideology. A meaningful choice is a human rights issue. On the one hand, one's right is to 
advance linguistically, socially, and economically. On the other hand, having to argue a 
human rights standpoint when no option exists because of historically discriminatory 
I 
practices and the impact of poverty on resources, is missing the real gap in offering 
options (Penn et al,in process). 
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A cochlear implant was discussed as a possible solution or cure to deafness by some of 
the caregivers. Once again, the extent of socio-economic disadvantage of the caregivers 
and their families was highlighted. The large amount of money necessary for cochlear 
implantation and further rehabilitation may then only be attained through fund-raising 
efforts or sponsorship. 
C16: "The cochlear implant [seen as a possible solution], but they said she doesn't 
qualify for that because her hearing loss is too bad" 
Cl: "There was someone who said that he could hear if I have the money. There are 
doctors who are specialists who can make him hear and they said I need 
R50000 " ... C8: "Where would I get R5 0000 from now! " 
In view of the foregoing challenges in health service delivery, the transformation of the 
public healthcare sector to a district based service providing primary healthcare (PHC) 
has been central to the government's provision of healthcare services (Guthrie & Sait, 
2001). However, a lack of diagnosis and rehabilitation services at a PHC level was 
identified in the thematic analysis. Caregivers generally made use of both primary and 
tertiary health care levels in that diagnosis and rehabilitation was necessary at a tertiary 
level. 
C 14: "With the 9 months hearing test he didn't hear and they told my mother he 
hears ... at a later stage my mother-in-law said ... there is something wrong ... The 
clinic ... told her it is only in the left ear that he is deaf .. they gave her a letter for 
[tertiary hospital] ... he had a hearing test and they said it is in both ears and then 
they sent us over to [name of Centre for Deaf children within tertiary hospital] 
and it is since that time that I came to parent-training and then to the school" 
Furthermore, a lack of information was evident at a PHC level. For the caregivers in this 
study, it was their first encounter in caring for a deaf child. Hence, there were limited 
opportunities available to gain knowledge in terms of childhood deafness and 
implications thereof, in addition to the issues relating to access. Receiving accurate 
factual information has been found to be related to improved health status and family 
adaptation in families of children with chronic illness (Wyngaarden Krauss & Jacobs, 
1990). In view of the differing roles of the primary and tertiary levels, discrepancies were 
identified in the information provided at a primary versus a tertiary level. 
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C 11: "the first time 1 went to the clinic ... they told me she can hear .. .! said she can't 
hear her name and that's when she went to the other clinic then they sent her a 
letter for here [tertiary hospital] and then they found out" 
C14: "We came here to [tertiary hospital] where wefound outfor the first time that he 
can't hear ... at the clinic [primary level] they told us' that it is only in the one 
eardrum but when we came here to [tertiary hospital] they told us it is both ears" 
In addition to a lack of information, feelings of frustration were identified regarding false 
hope given and expenses incurred. 
C8: "1 don't see a point with those places because in order to be clear with our 
children's problems we have to take them to a hospital. You will go there today 
and they will say that your child is going to be alright ... They will examine him 
and then you will go to another one. You will have to pay R80.00 but you will 
eventually see that there is nothing much in that ... At the hospital they are the ones 
who can really examine your child and tell you your child's condition is like this 
today and like that tomorrow. There is also the help that we are getting regarding 
deaf children - those things on the ears. We used to just see them on other people, 
we didn't know what they were all about and that they can help our children too" 
In response to numerous barriers that prevent the success of rehabilitative processes, 
some progress has been made in the restructuring of the health system according to the 
District Health System1? (DHS). The essence of the DHS is the organisation of health 
care according to geographic subdivisions of a country that are managed through a 
decentralized management structure. However, the transformation of the fragmented and 
I 
inefficient apartheid health system into a coherent and unified national health system 
capable of addressing the health needs of the population, particularly those living in 
poverty, continues to be a tremendous challenge (McCoy & Engelbrecht, 1999). 
The caregivers in this study were dependent on public healthcare and were resident in 
urban and semi-urbanI 8 settings. According to Guthrie and Sait (2001) PHC services are 
almost non-existent to disabled people as their needs are catered for at the district level 
17 The District Health System aims to provide an equitable, efficient and effective health service that is 
based on the primary health care approach. It is a system of health care in which individuals, communities 
and health care providers of a defined geographical area participate together in improving their own health 
(McCoy & Engelbrecht,1999). 
18 An urban area includes towns, cities and metropolitan areas, while a semi-urban area is not part of a 
legally proclaimed urban area, but adjoins it (Statistics South Africa, 1998). 
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and the focus is on human resource development. Community based rehabilitation is not 
viewed as a viable altemati ve for addressing some of these needs (Guthrie & Sait, 2001). 
Although community based rehabilitation should provide the bulk of PHC services, the 
current situation is characterized by minimal and inadequate coverage, insufficient staff, 
inadequate facilities and poor referral and follow-up systems (Department of Health, 
2001). The situation is exacerbated by the fact that there is no National Rehabilitation 
Policy (Guthrie & Sait, 2001). 
Presently, some Provincial Health Strategies are not inclusive of rehabilitation at a 
district level. For example, rehabilitation services are currently centralized to specialist 
hospitals and are not available to people outside urban areas (Guthrie & Sait, 2001). 
C16: " ... we stay in [name of area] so we can't go to [name of tertiary hospital] because 
we fall under the one treatment area .. .it works like that...J wanted to see out of 
inquisitiveness because J met a girl who is also at [name of rehabilitation centre 
and school for oral deaf children]" 
C 15: " ... The clinic in your area should actually be the main centre of information for 
your child ... Our clinics are only there for injections, weighing and whatever ... they 
can be much more than just that... they must have the ability to say there is a 
social worker or a whatever here, come on that day ... then they will do the 
necessary paperwork to get you there. All the information must be available 
there" 
In considering the structure of the health services that is in place in light of the post-
apartheid situation, one may argue that identification and diagnosis of childhood deafness 
may well be delayed for reasons relating to the system as a consequence of socio-
economic status. Moreover, a lack of information and knowledge regarding deafness and 
disability may be attributed to the nature of the health services at a primary level in the 
community. The thematic analysis strongly suggested that at a primary level a lack of 
identification of disability, rehabilitation for disability, and a lack of information or 
misinformation might well lead to a delayed diagnosis. Age of identification of hearing 
loss and age of initiation into intervention services have been found to positively and 
significantly affect language development (Yoshinaga-Itano, 2003). Descriptions 
regarding the management process illustrated the time delays in reaching a final diagnosis 
that was typically provided at a tertiary level. 
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C8: "I started knowing when she was one year seven months that he cannot 
speak ... When a child is being called he is supposed to respond and turn his 
I 
head ... When I took him to that doctor [in infonnal settlement]. . .! told him that I 
noticed that it may happen that this child cannot hear. So he wrote a letter so that 
I could take him to [tertiary hospital] . .. here they che~ked him ... and I was told 
that the child is deaf.. and was born like that ... they said that I was going to be 
referred to this place here [parent-training service] because he is not going to be 
able to speak" 
C4: "I started when my child was beginning to crawl to realize that he was not able to 
hear. Then I took him to a nearby hospital. They said that I must bring him back 
when he is 18 months old. I took him ... and it wasfound'out that this child is really 
deaf and he is not going to be able to speak" 
I 
Unfortunately, a comprehensive service that can include infodnation regarding deafness 
and disability, and allow for diagnosis and rehabilitation, is not currently provided at the 
, 
district level. The alternative then is a tertiary level service. However, it has been 
highlighted that the low socio-economic status groups experience major difficulties in 
I 
accessing services at this level, due to the need for public transportation and yet the lack 
or absence of financial resources for transportation, and due ~o the distance and hence 
time taken to access these services. Access and transport are addressed further at the end 
of this section and in section 6.4. 
Overall, caregivers' comments indicated feelings of trust in an~ respect for professionals 
I 
within a tertiary level institution. 
C12: "And of course he needs help so you have to come [t6 tertiary hospital] for this 
test and that test every time, the hearing test ... then we came for the hearing aids" 
C4: "I don't think that there is anything that can help her [tb hear and speak] because 
the doctors checked her and saw that she can never hear ... She was born like that 
so there is no other help that can be obtained besides the doctors. I don't 
remember that there is" 
In contrast to the PHC services, it was identified that clear infoimation was provided at a 
; 
tertiary level upon diagnosis of the children's deafness' as well as during the 
communicative intervention programme in a tertiary setting. 
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ClO: " ... they [tertiary hospital] told me exactly where the problem is, that her nervous 
system from the ear to the brain is dead there is nothing that can be done" 
Cl: "It was here [at tertiary hospital] that they told me that my child is not going to be 
able to hear and is not going to be able to speak. . .I was told that there is a school 
and I thought that I'm going to take him to this school" 
C8: "We are being helped a lot. You come for one problem and also get help for 
something else. She [parent-training co-ordinator] helped us a lot and even now 
you get to know that we should come together ... you are going to get information 
about maintaining your child's health but when you are there in the townships, 
there is a big difference for the child who does not go to school because he does 
not develop intellectually" 
The comments of C 1 and C8 emphasize the utmost importance of a good education for 
the deaf child and the importance of educational advocacy in the communicative 
intervention programme. C8 felt that educational advocacy would not have occurred in 
her informal settlement. 
Educational opportunities are less available and affordable for children with disabilities, 
especially those of socio-economically disadvantaged communities (Guthrie & Sait, 
2001). Every child's right to education is guaranteed in the Constitution of this country 
yet disabled children in low socio-economic communities are not typically provided with 
an infra-structure that can sustain appropriate educational facilities. Up until recently 
however, deaf children in the Department of Education and Training, including those 
from disadvantaged communities, have received an inferior education (D. Ogilvy, 
personal communication, January 2003). 
The foregoing discussion has highlighted the differences between primary health services 
in the community and tertiary services as experienced by the caregivers relating to their 
children's deafness. Given the socio-economic constraints, problems of accessibility, and 
the transformation of the public healthcare sector to a district based service, one may 
expect a caregiver preference for services such as the intervention programme of this 
study to be community-based as opposed to centre-based. Such a preference was not 
identified in the thematic analysis. 
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Overall satisfaction with a centre-based rehabilitation pro~ramme and the extent of 
the services offered in the tertiary hospital that housed the programme was expressed. 
This contrasts evidence of among others, the absence of rehabilitative services, lack of 
I 
information and of caregiver frustrations with services at the district level, already 
presented. The caregivers indicated the convenience of a comprehensive service within a 
tertiary setting. Furthermore, a strong preference was conveyed for attending the 
programme fitting into a comprehensive tertiary level service, rather than in isolation. 
Tremendous support was derived from access to multiple services at one site. 
C8: "All of this [services offered in the tertiary hospital] is enough as mothers come 
here to the hospital all the time" ... C2: "We do ge~ help" 
C 12: "We are lucky, because we get everything here at [tertiary hospital]. .. but there are 
maybe moms in the community that attend clinics and so do not actually know 
about the parent meetings, the special schools and so on " 
Even though the rehabilitation service was housed within a ;tertiary hospital, a social 
model rather than a medical model applied. Management of childhood deafness requires 
an ecological framework and collaboration among highly skilled professionals. It is 
I 
hoped that the transformation process will continue to !break down barriers to 
rehabilitative processes so that these can be integrated in primary and secondary 
healthcare settings. 
As mentioned above, Guthrie and Sait (2001) assert that community based rehabilitation 
I 
is not viewed as a viable alternative for addressing many of the needs of disabled people 
at the district level. There is however, a sense of urgency regarding the need for 
I 
rehabilitation services at a district level particularly in view of the socio-economic 
constraints of the typically under-served populations. For what length of time can 
, 
caregivers and their children attend centre-based rehabilitati9n services on a weekly 
basis, given their financial constraints and typically extensive travelling distances 
necessary to access these services? 
The intervention programme is a short-term programme in which financial assistance for 
I 
transport costs was provided. 
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I 
C8: "We are happy ... it's the money issue ... they are making it easier for us " 
However, financial pressures remained obvious. Moreover, there is uncertainty regarding 
the sustainability of funding for transport costs particularly without some form of social 
grant. Social security for disadvantaged families and families of disabled children 
remains a challenge in the economic and health - particularly relating to HIV Aids -
context of South Africa (Committee of Inquiry, 2002). Consequently, socio-economic 
constraints may be expected to present greate; challenges in more long-term intervention 
that is centre-based. 
Commerford (2003) entered into an investigation into long-term parent-training 
intervention carried out in the homes of the caregivers, on the basis of the findings of this 
study. A preference was identified among caregivers who had previously attended the 
l2-week programme for the more long-term programme to be community-based. The 
reasons were severe financial pressure for the families primarily due to unemployment or 
low rates of employment of adults in each of the homes, and to the care dependency 
grants money being insufficient to cover all costs for child care including transportation 
costs to access services. The following excerpts were obtained in Commerford's (2003) 
focus group interviews with her caregiver participants. 
• "Yes there is this grant money but it is finished quickly ... you have no money at the 
end of the month" 
• "There are people with problems who are not working and who don't have working 
husbands to give them money ... this child must be fed and clothed and every thing from 
that grant money, and go to and from [tertiary hospital]. I don't have the money" 
6.4 THE PARENT-TRAINING SERVICE 
C13: "The sense of togetherness and the stimulating things helped me a lot" 
C16: "It'sfun. We laugh together ifwe use the wrong sign and we learn together what 
it right" 
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The method of focus group interviews allowed for an examination of among others, 
caregiver and familial stress, coping strategies and support resources used to manage 
stress, and characteristics of the family as well as the broader social and economic 
context. In brief, childhood deafness and disability receiv~d responses of value and 
I 
devalue compounded by factors relating to the socio-economic context. Consequently, 
caregivers sought and made use of numerous coping strateg*s and support resources. 
i 
The impact of disability on the lifetime outcomes of children can be extraordinarily high, 
including several barriers to independent living and engagement with society (Committee 
of Inquiry, 2002). The family environment and the larger· social context cannot be 
disregarded in service delivery (Wyngaarden Krauss & Jacobs, 1990). A great deal of 
frustration was identified among the caregivers relating to primary health care services 
and overall satisfaction was expressed with the parent-traini~g service housed within a 
tertiary setting. 
, 
Findings from the thematic analysis revealed that a tremendoL resource of support for 
caregivers was that of the communicative intervention prograbme. Support constituted 
one of the programme components and was in fact offered in terms of the other 
components of information giving and exchange, development of communication skills, 
and educational advocacy. Table 6.4 on the following page summarises the support 
derived from the programme, as identified in the thematic an!llysis, and this support is 
discussed in this section. 
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I 
Table 6.4: Sources and Nllture of Support rlc.·ivcd from the Communicative 
lntervention Programme 
General Source of Support 
Speci fi c Source and/o r Na ture of 
Support 
IsiXhosa-English interpreter's role • Cui tural sensil! vily 
• Li nguistic sensitivity 
• Provision of appropriate, clear 
in forlll£ltion 
• Training in communication ilnd sign 
ianguflge 
Parent-training co-ordinator's role • Profession;) I guidance/support 
• Socia-economic support (e.g. grunt 
appl ication) 
• Ed uca ri onn I :ld vocac y 
• COLIIlSel ling 
• Part of a cOlllprehensi ve service wi th in " 
tertiary institution 
• Communication (Jnd sibrn language 
• In t()mlat i 011 
• Programme s[<) ff (e.g. interpreter & Dea f 
signing adults) 
• Group support 
Parent-tra ining Service • Relevance of progr;]tnme content 
• Modell ing and practice aCliv ilies 
• Sign language materials 
• Age-appropriate programme resources 
• Problem-solving, Revision, Feedback 
• Educational advocacy 
• Socio~c()nomic support (c .g. tran~por(' 
COSIS) 
Caregiver group • Emotional 
• Practical 
Section 6.4.1 ou[lines findings identified in the [hematic analysis relating £0 [he principle~ 
of the programme while section 6.4.2 focuses specifically on the programme components. 
The principles and components have been addressed to some extent throughout this 
chapter according to the particular themes that emerged in the thematic analysis. 
Therefore, it is believed that additional evidence for the findings presented in this section 
has been provided. This section highlights findings relating to principles and components 
more in I ine with the aims and objectives of the programme and specific aspects of the 
programme. 
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6.4.1 Evaluation according to Programme Principles 
With regard to competence of the comprehensive team and a working partnership, it 
was identified that a highly committed, suitably qualified programme co-ordinator and 
the remainder of the team who engage in a partnership relationship with caregivers and 
whose skills match the needs of the caregiver-child dyads was critical. Seitz and 
Provence (1990) assert that a working partnership contributes towards an effective 
intervention. It was further identified that both sign language and communication 
parameters need to be addressed in a social interaction programme that constitutes the 
first formal intervention programme for the participants. The caregivers acknowledged 
their need for continued training and support, hence the need for more long-term 
intervention. 
CIO: "Because her [parent-training co-ordinator] concern is the same as ours.. that's 
why we are not awkward with her ... she knows what we're going through" 
CI 1: "I'm also happy 1 came to parent-training, I'm appreciative of [co-ordinator] " 
The principles concerning the involvement of Deaf role models and interpreters were 
raised as critical aspects of the intervention. In a holistic approach to intervention, the 
tremendous socio-economic pressures on these families must be addressed through for 
example, the use of appropriate programme materials and equipment, assistance with 
social security applications and transport costs. Access to one's own language 10 
intervention and suppon regarding transponation contribute towards accessibility of 
services and hence the quality of intervention (Abramson, 1990). 
According to Abramson (1990) one of the first questions asked in evaluating intervention 
is that of relevance or appropriateness. The dire need for the communicative intervention 
programme was identified. Caregiver responses throughout the focus group interviews, to 
the evaluation questionnaire, and results of the caregiver-child interaction analysis 
strongly indicate that the programme objectives were applicable. 
C 11: "So far everything that we've learnt was or is what we need" 
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C 12: "Yes it is actually important for such a programme and we appreciate the fact 
that there is such a thing" 
With regard to the relevance of the programme for families representative of different 
races and cultural backgrounds, Louw and A venant (2002) highlight the presence of 
cross-cultural differences between speech-language therapists and audiologists and South 
African families of young deaf children. The professional cannot assume that the families 
whom they serve share their ideas and beliefs regarding disabling conditions and 
interventions. As a result of these differences, professionals need to develop cultural 
competence and appreciate the cultural diversity through the services provided to for 
example, families of young Black children with hearing loss (Iglesias & Quinn, 1997 in 
Louw & A venant, 2002). 
C2: "We enjoy her [parent-training co-ordinator] running the group as [name of 
interpreter] is there to translate for us the things that she says that we don't 
understand" ... C7: "We do want to know what we are supposed to do" 
Research suggests that the greatest need for interpreters in South Africa is in the health 
services (Erasmus, 1999). The above excerpt indicates the importance of access to a 
service that is provided in one's home language. The need for an English-isiXhosa 
interpreter who has previous experience in interpreting in healthcare and is from the same 
community as those for whom she interprets was acknowledged prior to the 
implementation of the programme. It was identified that the interpreter enabled both 
cultural and linguistic sensitivity. Support derived from the interpreter is addressed 
further in terms of the component of support. 
Caregivers indicated clearly that the fact that the co-ordinator did not represent the same 
cultural group as those in the parent-training group was not an issue. Of greater 
importance was the commitment of the co-ordinator. 
C 15: "It is about how sincere the person is ... it 's not about the person's language, his 
colour, where he comes from ... if that person's heart is in the right place ... nobody 
will have a problem with that" 
C 16: "We don't have a problem with the fact that she is from a different race because 
she is just a person as much as we are ... she actually made it possible that we 
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could learn to communicate with [name of child]. We have to be appreciative of 
her and everybody" 
Evidence was identified regarding a highly committed and a~propriate programme co-
ordinator minimizing language barriers so as to ensure information transfer. A method of 
relaying information that is appropriate to the caregivers was identified as a criterion for 
the success of the intervention. The co-ordinator appeared to be successful in developing 
a relationship over time with the caregivers based on trust. She had consistent and regular 
contact with the dyads throughout the intervention process as Apposed to a situation with 
different intervention staff each session. Hence, there was an aspect of continuity of 
care. 
C14: "We've known her for a long time" 
I 
C 16: " ... If we didn't come to [parent training co-ordinator] then naturally we wouldn't 
have known anything and it is actually because of her that] at least now can 
communicate with my child ... I'm very appreciative of [co-ordinator]" 
C12: "] actually like the way she explains things .. .! never knew anything about 
this ... when 1 went home 1 at least knew some sign language" 
Satisfaction enhances the prospects of compliance and is an important additional end-
result in its own right (Abramson, 1990). Appreciation of the Jo-ordinator's role seemed 
to encourage regular attendance at the service. Comments revealed the positive 
commitment of the caregivers in attending the programme, :and satisfaction with the 
service. 
C 1: "] would say that she helps us and it feels like you must always come" 
C 1 0: " ... nobody will teach you at home so you can give up those few hours to come" 
C 15: " ... whether you are Black or Brown or whatever colour, 1 haven't seen a White 
person yet but we have the Black and the Brown besides [the co-ordinator] who is 
White ... You'll see the same people coming back every week so in other words, 
what's happening here is good" 
I 
Furthermore, caregivers conveyed their satisfaction with regard to the overall structure 
and organisation of the programme. In particular, the variety of themes covered in terms 
of information, and sign language vocabulary and correspqnding practice activities, 
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proved to be helpful. Overall, participation In the programme appeared to be an 
empowering experience for the caregivers. 
C14: "Like this week we do this and next week we're going to do something else. We 
learn more signs and then we still have a lot of questions we want to ask about the 
last week's things. It goes on until the whole program is done and then we begin 
with new things" 
C14: "Every week it was a different title, like washing or clothing and so on ... and I 
liked the way they taught things. I was always happy to go there with my child" 
6.4.2 Evaluation according to Programme Components 
As previously mentioned, service delivery components within an ecological framework 
in this study included facilitation of caregiver transaction and interaction with his/her 
child and the development and use of sign language, information giving and exchange 
that enhance knowledge, support and educational advocacy. 
A. Communication - transaction and interaction 
C3: "You had to guess what your child wanted ... he would show you what he wanted" 
C16: "Before it was very difficult because we couldn't communicate with her because 
she is deaf" 
This situation indicated In the above excerpts suggests minimal meaningful 
communication between the caregiver and child prior to participation in the programme. 
Both the importance of learning how to communicate with one's Deaf child, and the 
improvement in communication with the children as a result of participation in the 
programme, were highlighted. Improvement was generally attributed to learning sign 
language and communication skills that resulted in an enhanced caregiver-child 
relationship, reduced frustration and greater understanding within the dyads. The 
communication and sign language component ofthe programme was evidently a resource 
of support for the caregivers. 
C12: "that's what I'm here for - to learn how to communicate with him" 
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C5: "I can now understand what he wants to say to me and our relationship has 
improved. If you sign he responds" 
C6: "The things that we learn here have helped us a lot because before you couldn't 
communicate with your child but now you can .. .!t is not like before when I was 
just gesturing or was frustrated when I wanted to say something to her" 
i 
More meaningful two-way communication and fewer incidentk of breakdown following 
the intervention were identified. These findings from the thematic analysis mirror the 
results obtained from the video-analysis of caregiver-child interactions pre- and post-
intervention. Improvement in communication transaction and interaction may well then 
be a primary consequence of training in sign language and communication strategies. 
With regard to sign language, caregivers acknowledged sign language as an appropriate 
method of communication with their children. Note once again the use of the term 
'speak' that typically refers to signing. 
C6: "Coming here helped me because I can speak to her now when I tell her 
something or send her somewhere to fetch something ... and she now knows NO 
when I say NO " 
C3: "We did not know the signs before. We thought them up ourselves but now I can 
communicate with my child using the signs" i 
C9: "I am also very happy about the fact that I can sit down with the child and speak 
to her. But before, I was not able to speak with her" 
C7: "Now that we can communicate, I know what she needs and how she feels" 
C14: "The parent training must stay open because if I want to learn another sign then I 
can come back" 
Cl: "I can touch him gently and speak to him .. .!t has helped me to know what he 
means 
With regard to support and training in strategies useful for communicating with the Deaf 
child, caregivers highlighted the importance of pre-linguistic skills such as AG strategies 
and eye gaze patterns. Moreover, the use of facial expression in behaviour management, 
of semantic contingency and age-appropriate methods and materials, were identified as 
, 
being effective aspects learned in the programme. Since child;ren learn the conventions 
of conversation through interaction with their primary caregivers, it is necessary for 
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caregivers to help them develop these pre-linguistic skills (Swisher & Christie, 1989). In 
addition to communicative interaction during play and other daily activities, 
improvement was identified in storytelling interactions 
C3: "I've learned that when you want to speak to the child you must touch him gently 
first and look at him and sign to him" 
C 16: "We use the information they gave us ... to get her attention. In the beginning we 
didn't know. We pulled her hard and then she got mad ... we didn't know we 
mustn't pull her and that we must touch her hand or take an object and show her 
like that" 
C2: "It is necessary that you look at him. There is nothing that you can do ifhe is not 
looking at you and you know that he cannot hear and you are next to her. You 
have to pat him and show what you are saying" 
C8: "He is supposed to see NO and see from your face when you don't like something 
he is doing" ... C2: "and I show it in my face when I'm serious" 
C7: "We can understand their [i.e. deaf children] situation as [parent-training co-
ordinator] explains that she is still young so when I want to show her a book she 
shows me that I should touch him and I must do this [signs BOOKj and show her 
here in the book. Jfshe doesn't want it I must leave her. Jfshe's doing something I 
must play with that same thing with her. I must play with things that interest her. " 
C3: "I enjoyed the way she [programme co-ordinator] taught us about looking at the 
books because I find that I can read books with my child, something that I thought 
would never happen" 
The above excerpts illustrate the extent of the impact of being supported and trained in 
and making use of a common mode of communication as well as communication and 
language stimulation strategies. The use of signs has been found to increase 
communication between parent and child and to reduce stress in families (Swisher & 
Christie, 1989). The above excerpts strongly suggest a closer caregiver-child relationship 
made possible by more meaningful dyadic interaction. Child deafness without an 
adequate means of communication can have a very negative effect on caregiver-child 
interaction (Wedell-Monnig & Lumley, 1980). The benefits of attending the intervention 
programme related to the caregivers and the children, bringing about a sense of coping 
for the caregivers. 
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C16: " .. .I'm happy that [name of child] can at least communicate with us and with 
everyone .. .Initially, she didn't want to go to people ... but now she goes and we 
communicate and I feel that because we have her in the parent group both she 
and us are learning. We have learnt a lot" 
In addition to receiving helpful and applicable information on particular language and 
communication strategies, the caregivers commented on the importance of the co-
ordinator modelling the various strategies during the sessions. The modelling activities 
proved to be relevant for home use in that some of the caregivers commented that they 
carried out the same activities at home with their children. The necessity of being 
relevant makes it important that the information given during sessions be individualized 
according to the needs of the families and be as practical as possible (Girolametto et aI, 
1986). 
C9: "It becomes easy when you have seen it from [name qf co-ordinator] in games 
with the children" 
C7: "We do them" 
Caregivers were provided with opportunities to individualize information gIven by 
practising communication strategies and sign language, and !receiving feedback. This 
included for example, evaluation of caregiver-child videotaped interactions, and weekly 
practice activities using functional interaction materials. Practi~e activities were reported 
to be interesting and fun. The caregivers generally appreciated being part of a group, 
including the children in the activities, and being able to ask for advice and assistance 
during the sessions. Due to a lack of book-sharing experiences prior to the intervention, 
an appreciation of the time allocated to 'practising' storytell~ng with the children was 
identified. Caregivers benefited from the time provided in the sessions for them to copy 
and practice the individual signs and phrases and sentences. Moreover, the range of 
vocabulary themes and sign language 'games' was reportedly enjoyable. 
C15: "It was practical.. .your application of a thing makes you learn faster than if you 
had to sit and look" 
C5: "I learned a lot and enjoyed myselfplaying games and communicating with my 
boy" 
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With regard to the video feedback in the group on caregiver-child interactions, it was 
identified in the evaluation questionnaire that this opportunity enabled caregivers to 
identify aspects of their own communication with their children, and to identify 
breakdown in their own as well as others' interactions. A rewarding experience was 
evident for those who viewed their video samples recorded both pre- and post-
intervention 
C2: We can see our mistakes for ourselves in the video" 
C3: "When I compared myself on the second video, I saw a big improvement and I 
knew most of the things even though she [the child] did not know them" 
The caregivers discussed the use of sign language at length as it related to acceptance 
thereof, practice, and programme materials. Some of the caregivers in fact felt special in 
that they were learning a language that few people seem to know. 
C I 0: "it makes you proud as the mother because your child can at least communicate 
with you and just with you" 
CIS: "You are almost in a privileged position because you can communicate ... the 
feeling is actually nice ... it is the same as when people speak Xhosa and you can't 
understand and ... you can then interpret what is being said ... then youfeel nice you 
were able to help" 
In addition, greater confidence III learning sign language was identified among the 
caregivers post-intervention. The primary reasons for increased confidence in learning 
this new language included the learning of a large number of signs, and being able to 
form phrases and sentences in sign language. Two of the caregivers explained that 
learning sign language and being able to communicate effectively with their children 
together increased their confidence. 
C6: "I've learnt a lot of signs and I make sure that I remember them" 
C16: "I'm much more confident because she understands me when I sign to her and I 
understand what I'm talking about" 
Relating to acceptance, sign language was indicated as a true language being learned in 
addition to the spoken languages already used by the caregivers. 
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C14: "they [people at the shops] also learn and then next time if[name of child] goes 
into the shop ... they always learn to talk with him ... therefore it is like a third 
language" 
C 15: " ... like you just said, you now have a third language. It is almost like Xhosa or 
English or Afrikaans" ' 
With regard to the sign language materials compiled for the caregIvers, the use of 
pictures for the objects and the corresponding sign language;1abel in the sign booklet 
served as an effective teaching aid for the caregivers, faniily and members of the 
community. This benefit indicates the support derived from programme materials. 
C2: "It [sign language booklet] is clear" 
C 14: " ... my book travels everywhere and then the people come to me they say it's now 
this sign then I say no it's not like that it's like this" 
C8: "Sometimes you leave your child in another person's care. You must tell them 
that when he is using this sign you must know that he wants this particular thing. 
You are making things easier for the person. And I got a bookfrom here [Parent-
training service] on sign language so they always check it out, and myself too if I 
don't understand something I look at the book" 
The sign booklet was particularly useful to those - many of the Black caregivers - who 
did not have video equipment at home and could not make ~se of the sign language 
video. The video was reportedly a convenient form of prdentation, and effectively 
I 
portrayed a critical aspect of signed languages being that of motion. 
I 
I 
C14: "It [the video] is very helpful" ! 
C16: "The child can be with you ... it 's also easier ... because they show you the face and 
then-they show you the signs and it's easier for the others in the house as well" 
C 13: "If you have the video then the sign can show move like this or move like that" 
Within the programme, communication resources such as toys and books were found to 
be age-appropriate. 
C16: "It's mostly children of a similar age who come here. They are small so the books 
and things used here are things that children of their age will play with" 
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Socio-economic factors cannot be disregarded in intervention programmes for families 
from disadvantaged communities. A lack of resources, including play materials, is typical 
in this context. As suggested by the programme co-ordinator, many of the caregivers 
made use of the alternative to purchasing books, being the use of community libraries. 
C6: "We don't have those things [toys and books]" 
C8: "He has toys but they are not enough" 
C2: "At home we get books from the library ... youjust go and get them" ... C9: "I also 
have books from the library" 
Within the context of socio-economic disadvantage and the past discriminatory practices 
in the educational system during the Apartheid period, many South African adults 
attained a low level of education and poor literacy skills. This situation applies to the 
caregivers in this study. The programme employed measures of consideration in this 
regard. For example, the delivery of information was primarily through group discussion 
and modelling, rather than on a reliance on written materials. A booklet corresponding to 
the content of the information on communication in the programme was compiled and 
made available, yet was not selected for use by the majority of the caregivers. Even the 
use of a brief explanation concerning sign production in the sign language booklet was 
found not to be useful. 
C5: "That book is good and it's in Xhosa" 
C14: " ... the people won't read that there underneath; they will only do the sign" 
B. Information and Knowledge 
C6: "We gain a great deal ofknowledge [from the parent-training group]" 
Information giving and exchange during the group intervention sessions served to impart 
knowledge and hence empower the caregivers. Adequate information concerning the 
child's disability has been reported as a very important determinant of parental coping 
(Taanila et aI, 2002). Topics of the information provided during the intervention included 
among others, language development of a hearing impaired child, amplification options, 
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ideas for communicative interaction in the home, and child b~haviour management. In 
! 
view of the nature of these topics relating predominantly to language and communication, 
evidence of information on this area is indicated primarily in section A above. 
The seSSIOns aimed to allow for an efficient way of exchanging information. The 
caregivers conveyed that all information provided was sufficient (C7: "There is nothing 
that she [parent-training co-ordinator] didn't mention "), and that the manner of 
information presentation and discussion in the sessions was ad'equate (C6: "We like it"). 
Moreover, the interviews provided evidence of opportunities for problem solving through 
training, as well as revision of information. 
C2: "We like it [information given] because you want to understand what she [deaf 
child] can do and the way that you can speak to her" 
CII: "[co-ordinator] always asks if we don't understand something properly then we 
can go back to it" 
Information provided in the intervention enabled an understanding of the implications of 
I 
I 
severe-profound deafness. One of these implications for the ch~ldren was the need for an 
, 
alternative to spoken language. Information regarding implications of deafness, the need 
for the use of sign language, and different sign languages, was found to be very helpful. 
C2: "At [name of school for deaf children] there are those deaf children who are able 
to speak but although they can speak they use sign language. Our children will do 
the same thing, [parent-training group co-ordinator] told us. They will end up not 
being able to speak well, they will use sign language ... Ifeel very happy because 
everything that the other children do she also does" 
C2: "[parent-training co-ordinator] explained to us that their sign from where they 
come is not exactly the same as ours" 
With regard to perspectives on deafness and disability, information giving also proved to 
be beneficial in highlighting that a charitable view of deafness is not necessary. An 
influence beyond the programme itself was identified in that caregivers readily shared 
this viewpoint with family members. 
C16: "In the classes we now learnt that we shouldn't let them grow up such that they 
can't do anything for themselves ... We mustn't feel very sorry for them ... so I also 
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always told them [family] not to always say oh shame to her, because there's 
nothing wrong with her besides the fact that she can't hear" 
c. Support 
C2: "By coming here you get advice on what to do with your child" 
In view of the overriding support offered by the programme in a holistic approach to 
intervention, and in view of much evidence of this support already being presented in this 
chapter, this section focuses on support derived from the programme personnel and the 
caregiver group. 
Trust and satisfaction were highlighted regarding the parent-training personnel. In 
addition to the programme co-ordinator, interpreter and Deaf adults, personnel included 
speech-language-hearing therapists who were employed within the tertiary hospital 
setting in the management of deafness. 
C7: "Parent training is also helpful, go to them to help yourchild ... come on your own 
will for your child's problem" 
C2: "We have been satisfied" 
Part of the supportive environment created in the intervention concerned the role of the 
co-ordinator, as already mentioned in section 6.4.1. It was strongly evident that a co-
ordinator's role in intervention of this nature needs to include, in addition to addressing 
language and communication, a high degree of commitment to meeting the wide range of 
needs of families. This commitment contributed towards continuity of care and a working 
partnership between the co-ordinator and caregivers. 
The importance of the co-ordinator in engendering feelings of confidence, trust and 
respect regarding her interest, competence and availability was highlighted by the 
comments of caregivers. An appreciation of the support provided for the caregivers who 
participate in the service, was identified. Examples of the types of support derived 
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include the form of information that leads to knowledge and empowerment, counselling, 
educational advocacy, and socio-economic support. 
C7: "[name of co-ordinator] helps us. Jfwe have a problem she can help with that 
problem" 
C2: "There is so much that [co-ordinator] has done for us. She also helps us with 
other things regarding our children like what to do so that they can get into a 
school. She would try to help us so that we get grant money for the child ... we did 
not know about that advice. The doctors only give you medicine and ... you don't 
even know what to do " 
CI0: "She was with us before she got married ... She's one you maybe go to her with a 
problem then she ... phones you and then she asks you if you're okay and how it 
feels and all those things" 
The interpreter for the programme was a valued, integral m~mber of the intervention 
team. Not only did she allow for the transmission of informatibn in the first-language of 
I 
I 
the isiXhosa caregivers, she also allowed for interaction amo~g caregivers and with the 
co-ordinator, as well as the cultural relevance of the co~ponents, materials and 
procedures of the programme. In this way, the role of the inte'rpreter was primarily one 
I 
of a cultural broker who assisted in breaching the linguistic and cultural divide between 
the co-ordinator and the isiXhosa caregivers. Hence, she was a :strong source of support. 
C2: "We don't understand them [those providing information in English or Afrikaans] 
but we were helped by the fact that [name of interpreter] translatedfor us and we 
would understand that when she is saying this she means this" 
Apparent role models for the caregivers were the Deaf adults who participated in the 
programme primarily to support and train the caregivers in sign language and to provide 
information on issues relating to sign language and deafness. Since one of the Deafadults 
was a member of the Black, isiXhosa community, she could identify with issues faced by 
the isiXhosa caregivers in this study. Community participation contributes to the quality 
of intervention (Abramson, 1990). All Deaf adults were members ofa Deaf community. 
The support derived from the Deaf role models was found to empower the caregivers. 
Types of support concerned training in sign language and encouraging insight into 
deafness and Deaf culture. Sign language mismatch between caregivers and their children 
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attending a signing school seemed to necessitate caregivers asking the Deaf signing adult 
for the meaning of their children's signs used. In this way, the frequency of instances of 
breakdown as a result of not knowing or misunderstanding the child's sign language 
utterances could be decreased. Caregivers also conveyed a sense of hope and realism 
regarding communication, coping in society and employment for their young Deaf 
children who will become Deaf adults like those involved in the programme. 
Furthermore, caregivers felt encouraged to teach others sign language. 
C2: " ... when you do it [produce a sign] you would see that you are making mistakes 
and she [Deaf signing adult] would show you that you must do it like this" 
C15: "As a parent of a deaf child you feel good when you see someone like them 
working and when you find out about their life" 
C16: "They were in the same position that my child is now in, so they really 
understand .. . they know the signs better" 
The essence of a group intervention was believed to be the support inherent in the group. 
Mutual support between the caregivers and intervention team has been highlighted. In 
addition, group sessions aimed to provide a supportive environment in which caregivers 
share experiences and learn from one another. Regular contact with the other caregivers 
of Deaf children in the intervention group allowed for conversations and the exchange of 
experiences that proved to be very rewarding. 
C3: "It helps to sit in a group" ... C7: "Yes it helps to be in a group" 
C2: "We want to be as we are in a group" 
C8: "When we are together like this as parents we get something because when you 
talk about your problem there is advice because we are together. But if it is only 
you and [parent-training co-ordinator] alone, you would only speak to her and 
sometimes come out with your problem unsolved. Perhaps you would have told 
the group and lots ofparents can advise" 
In Oka and Ueda's (1998) study on stress, emotional support and coping behaviours of 
mothers of disabled children, the major source of strength for the mothers was the 
availability of a social support network. Emotional support from mothers who shared the 
same experiences was effective for coping with problems associated with acceptance. It 
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has been suggested that the greatest benefit in terms of stress reduction is achieved when 
parents (or other caregivers) are able to share and compare their experiences with other 
parents who are in a similar situation (Matloff & Zimmerman, 1996 in Kerr & McIntosh, 
2000). This form of support may lead to a greater degree of acceptance. 
Caregiver comments suggested the feeling that caregivers who were in a similar situation 
were the only ones who could truly 'understand'. Whether meeting caregivers of a 
slightly older child who had been through their same situational experiences, or meeting 
caregivers of a child of a similar age, an immediate and intense bond was typically 
established. Moreover, a realization that the caregivers were not alone was identified. 
Kerr and McIntosh (2000) who examined parent-to-parent support in coping with a child 
with a disability obtained similar findings. 
C16: "[support] especially here, this is the only place where the one understands the 
other one's problem because everyone's child is deaf so here you actually get 
more support. Especially now with [another caregiver in the group] I can now 
support her because I know how she feels because my child has also been there" 
C9: "Maybe you have a problem that is similar to someone else's problem, and you 
don't know what to do but this person will give you advice. I like a group" 
C4: "if I look at the class's children ... one feels good to think there are other people 
with the same problem" 
In addition to caregiver support specifically pertaining to deafness and acceptance issues, 
the group provided its 'members' with an outlet for their concerns and with an 
environment in which stress and its manifestations could be discussed. Such concerns and 
expressions of stress were received with supportive comments. This finding was 
especially evident in the focus group discussions. A willingness to share in the group and 
to offer support indicates the special bond that was formed among the caregivers in the 
group. 
C8: " ... And always talk about it as you have done now ... telling us about something 
that is worrying you" ... C4: "So that we can hear" ... C5: "These parents have 
children that are the same as your child, you are not the only one. And they are 
making you stronger" 
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C8: "You must stand up and be strong" 
C6: "No, don't worry, we are there for you. You are making me feel the pain as well" 
... C8: "Don't cry" ... C9: "I sometimes cry as well ... " 
A further example of caregiver support is that of caregivers explaining or clarifying a 
particular issue to others in the group discussions. The extent of the bond formed was 
highlighted by evidence of the caregivers meeting together outside the formal 
intervention setting following the completion of the three-month programme. 
C8: "What was said about Deaf Culture? " ... C2: "Because they are unable to speak 
and so use sign language, they end up following the culture of the Deaf 
Community ... and we [the caregivers] said that ... " 
C6: "We thought that we'll get together as we have children who are unable to speak 
and so we can talk about things and learn to accept things" 
Clearly, the parent-training service comprised numerous sources and types of support. 
Finally, the component of educational advocacy was particularly important in the context 
of a history of disadvantage for the caregivers and a need for deaf signing schools for 
children from low socio-economic communities. 
D. Educational advocacy 
Programmes designed to enhance the coping skills of families not only focus on parent-
to-parent support in groups, but also on the promotion of parental advocacy techniques 
through which they can develop a feeling of control and competence in securing services 
for their child. These strategies encourage a more positive perspective on the experience 
of parenting a child with a disability, and are critical forms of social support 
(Wyngaarden Krauss & Jacobs, 1990). 
The advocacy component of the intervention programme was primarily concerned with 
the development of an understanding of the educational needs and local placement 
options available to the children. Programme staff would assist caregivers in the decision-
making process regarding placement and in approaching these placement facilities. The 
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programme co-ordinator arranged visits for the caregivers to the various schools so as to 
enhance their decision-making process. This type of support was intended to empower 
the caregivers. 
Survey data (Fitzgerald, 1984 in Fitzgerald & Fischer, 1987),collected from parents of 
hearing-impaired toddlers indicated that knowledge of their child's educational needs was 






"We want them to continue doing that [providing infortnation on schools for deaf 
children] because we didn't know which schools to takJ our children to, we didn't 
know" ... C9: "We only knew that by coming here" I 
I 
C14: "I also got everything here ... he's now at school and that's why I don't have a 
problem" i 
Caregivers had been encouraged to actively participate in their children's education. A 
I 
positive finding was that the caregivers acknowledged their role in their children's 
I 
education. A starting point was to visit local placement options, which proved to be 
I 
useful. As pointed out by one of the caregivers, information a:lone was not sufficient in 
the decision-making process. 
C2: "As a parent you are supposed to visit there at the school ... " 
C16: " ... You need to know the set-up and how it is at the schoolsfor the deaf" 
In closing, the need for early intervention for hearing parents of deaf children has been 
well documented. Early intervention programmes typically apply to children younger 
than three years of age (Pakula & Palmer, 1997). This study has clearly indicated the 
need for training primary caregivers of deaf children considered as young enough for 
intervention to be classified as 'early intervention' and for those who are beyond this age 
group. Furthermore, the need for extended intervention beyond this stage was strongly 
implicated with the continued need for further development of the signing skills of 
hearing caregivers. A concern regarding the mismatch between caregiver training and 
knowledge, and the child's education, was evident. 
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C5: "We can still learn, there is so much" 
C6: "Our children develop at school, so if we just sit down and they continue to learn 
we are not going to know those things that they learn, and they will continue to 
progress at school" ... C9: "because they will be getting plenty of knowledge 
and ours will be far less if we stop" 
This chapter has presented and discussed thefindings of the thematic analysis conducted 
on the evaluation questionnaire andfocus group interview data. In addition to the results 
presented and discussed in Chapter Five, these findings are believed to have contributed 
towards a satisfactory evaluation of the effectiveness of the communicative intervention 
programme. In particular, it is believed that quantitative and qualitative evidence has 
been discussed that strongly indicates that the aims and objectives of the communicative 
intervention programme have been met. The following chapter presents the conclusions 




GENERAL DISCUSSION, CONCLUSIONS AND IMPLICATIONS 
'The last 10 years have been more about putting public services on the ground than quality, 
J 
sustainability or affordability. That's going to be the focus now and it's going to be more of a 
challenge than the first round' (Thabo Rapoo, Financial Times, 12 April 2004). 
In this chapter, a general discussion of the effectiveness of the communicative 
intervention programme is presented. Major findings are highlighted with a focus On the 
four components of the programme, namely communication and language, support, 
information and knowledge, and educational advocacy. These major findings are 
discussed within the broader ecological framework of the development, implementation 
and evaluation of the programme, which addressed empowerment, socio-economic and 
cultural issues. Finally, general conclusions are drawn prior to the consideration of some 
theoretical and clinical implications as well as implications for future research. 
7.1 General Discussion 
The following discussion concerns some of the main findings regarding the four 
programme components and the tremendous need to address cultural and socio-economic 
factors in the intervention process with caregiver-child dyads from disadvantaged 
communities. The effectiveness of the programme is addressed both directly and 
indirectly throughout this discussion. 
The main findings of this study strongly support the assumption that positive change 
observed across the 16 caregiver-child dyads, over the duration of the intervention, in 
communicative transaction and interaction was most likely due to the intervention 
itself. Statistical analyses strongly indicated that the observed change in language and 
communicative behaviours was very likely due to dyadic participation in the programme. 
Similarly, findings not subjected to statistical analyses were positive in this regard. 
Furthermore, positive change was supported by the qualitative data obtained on the basis 
of the evaluation questionnaire and focus group interviews. Particular qualitative support 
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of quantitative findings was that the caregivers reported positive change in their use of 
communicative behaviours and sign language with their Deaf children. Their reports were 
directly related to communication and language aspects addressed in the programme. The 
component of language and communication is believed to have contributed to the 
empowerment of the caregivers through contributing towards skills and experience in 
communicative interaction, and hence access to effective means of communication with 
their Deaf children. 
Some of the main findings on communication through the modality of sign language 
were as follows. In terms of the four composite variables analysed statistically, 
significantly increased use (p<O.OOI) of successful attention-getting strategies, eye gaze 
patterns, cohesion illocutions and to a lesser extent meaning illocutions was identified 
post-intervention. Evidently, the caregivers developed important pre-linguistic skills to 
communicate more effectively with their Deaf children through the sign modality. The 
caregivers also used more communication strategies as language stimulation techniques 
through an increased use of meaning and cohesion illocutions post-intervention. The 
magnitude of the increase in use of cohesion i11ocutions, in comparison to that of the 
other composite variables, was a particularly positive finding in view of the emphasis on 
contingency in the interactions, in using a pragmatic approach to intervention. 
The significant increase in the use of turn-taking contingency (a constituent variable of 
cohesion illocutions) amounted to a multiplicative effect of four times the occurrences 
pre-intervention. Hence, the intervention appeared to have fostered a facilitative 
conversational style that was effective in enabling a heightened amount of contingent 
responsiveness. With regard to mode use, marked numerical evidence of change obtained 
for turn-taking contingency in sign, eye gaze patterns, the physical mode, by means of 
non-manual features, and visual/gestural means, indicated the greater visual-gestural as 
opposed to auditory orientation among the caregivers post-intervention. 
This then relates to the caregivers' use of sign language following the intervention. Both 
the word count and utterance count for the signed modality increased post-intervention 
across the group of caregivers. The caregivers' use of speech without sign language with 
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their children decreased markedly post-intervention, as indicated by the breakdown data. 
In addition to the increased use of sign language, evidence of greater sign language 
competence among the caregivers was identified in for example, the greater variety and 
combinations of grammatical forms used post-intervention. 
Increased competency in the caregivers' use of sign language was noted regarding the 
amount and interconnectedness of their signed utterances. Yet findings revealed an 
influence of a hearing person's communication characteristics and that the caregivers 
were in the initial stages of learning sign language. The increased word count and 
utterance count identified for the simultaneous sign-speech modality reflected the 
influence of the communication behaviour that is intuitive to the caregivers as hearing 
people. Moreover, the content ofthe caregivers' signed and sign-speech utterances pre-
and post- intervention reflected an influence of a hearing person's communication 
patterns. Examples include the use of signs that may be considered as formal gestures 
used by hearing people and the iconic nature of many of the signs used. Yet, these 
occurrences were observed more frequently pre- than post- intervention. In addition, the 
content of signed and sign-speech utterances suggested the possible ease with which 
some signs were learned over other signs and the need for an extended sign vocabulary. 
In particular, the video analysis procedure pointed out the need to address aspects of 
signed grammar involving the effective use and processing of facial and spatial aspects as 
well as more complex signed discourse. 
The n~ture of the caregiver communicative transactions highlighted that the intervention 
was an elementary form of intervention developed for caregiver-child dyads with no 
previous exposure to formal, communicative intervention, That is, statistical analyses on 
the constituents of meaning illocutions revealed the increased use of attention-getting 
strategies and of labelling (i.e. spontaneous naming, descriptive labelling, point 
labelling). In particular, a stepwise regression analysis revealed that 88% of the total 
variation in changes of meaning illocutions can be predicted from changes in labelling 
and attention directives combined. The increased use of labelling reflected a good use of 
language stimulation while increased use of attention directives indicated the 
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acknowledged importance among the caregivers of directing the child's attention in the 
interactions, being aware of the problem of divided attention. 
Findings such as these strongly suggest that the intervention programme of this study 
provided the caregivers with the building blocks necessary for communicative interaction 
through sign language. In particular, positive gains in terms of pre-linguistic 
communication skills namely, contingency in interaction, successful use of attention-
getting strategies, and visual attunement were identified. The results of the pre-post 
comparisons of communication transaction and interaction and of the use of sign 
language are particularly useful in highlighting the critical importance of support and 
training in pre-linguistic skills and other effective language and communication strategies 
in addition to caregiver sign instruction. 
A further major finding of this study, determined through statistical analyses, indicated 
that meaning and cohesion illocutions may be viewed as outcome variables while 
attention-getting and eye gaze parameters may be viewed as input variables. A causal 
relationship was inferred in that it is possible to give rise to changes in cohesion, and 
hence to changes in meaning, through addressing and achieving changes in pre-linguistic 
skills of attention-getting and eye gaze. 
In the interpretation of the findings on communicative transaction and interaction it is 
believed important to differentiate between clinical and statistical significance. The 
approach of the statistical analysis of communication parameters was as follows: 
To contribute towards clarifying assumptions, methods and expectations in the 
field of interaction between hearing caregivers and their deaf children, 
To collect data in a specified context and summarise the data in relevant ways, 
To seek numerical evidence for change and for relationships of simple types, 
To explore the inferences that numerical evidence, that is isolated from context, 
might support, and 
To draw inferences that in some cases match both numerical and clinical 
evidence, and sometimes exhibit contrasts that may be meaningful. 
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Rather than a sole reliance on the statistical tests, the interpretation from the professionals 
in this field is critical regarding the consequence of any change identified. Moreover, the 
professional needs to be aware of the broader context of intervention, particularly for the 
purposes of evaluation. 
The numerical data of this study were particularly useful in conjunction with their 
qualitative clinical and theoretical interpretation for the inferences drawn regarding 
effective change. Validation was sought in the collection and analyses of qualitative 
experiential data as evidence for effective change and hence clinical inferences could be 
supported by the numerical evidence for change in indicating an effect for the 16 dyads 
of this study. In terms of effectiveness, it is believed that the communicative intervention 
programme was effective to the degree that it improved caregiver-child interaction. The 
need to focus on the caregiver-child relationship in training is therefore evident. 
It is believed that an increase in skill as well as knowledge is necessary to enhance the 
caregiver-child relationship, to empower the caregivers to feel that they can cope with the 
disability that deafness has introduced into their lives, and to provide hope for their child 
for the future. In addition to skills regarding communication through sign language, 
issues relating to deafness and sign language were embraced in the programme through 
for example, information giving and the inclusion of Deaf adult role models. In this way, 
caregivers were provided with a perspective of Deaf culture and sign language. 
Since the programme may be regarded as a form of education, all information provided 
to caregivers as well as the information-exchange sessions are believed to have imparted 
knowledge. It is felt that caregiver participation in the programme afforded them the 
opportunity to gain knowledge and thereby take on an active role in the life of their 
children (e.g. education, language development). The evaluation process highlighted the 
lack of information received by the caregivers outside of the intervention programme. 
Information sharing within a group setting encouraged them to contribute their own 
thoughts and experiences during the implementation and evaluation of the programme. It 
is believed that this component contributed towards empowerment in view of the socio-
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economic climate and history of disadvantage (including schooling) of the caregivers in 
this study. 
One cannot dismiss the importance of the caregivers' educational level and education 
history when discussing empowerment. Problems of low self-esteem among the 
caregivers and the level of caregiver involvement in information- giving and -exchange 
appeared to be influenced by factors such as education level and education history. 
Hence, within the delivery of the programme, attempts were made to establish a climate 
of mutual respect and trust, of collaboration, and support. The mode in which knowledge 
was imparted, as well as the complexity of concepts and language used in the programme 
was tailored to suit the educational level of the participants. The delivery of information 
was primarily through explaining, group discussion and modelling, rather than through 
reliance on written materials. A written copy of the content of the programme was 
however provided in order to reinforce what was covered in the sessions. 
It is believed that as a result of the linguistic and cultural sensitivity employed in this 
study, the applicability and richness of information exchange was enhanced. Sensitivity 
in this regard was incorporated through the reliance on an interpreter representative of the 
same linguistic and cultural community of the Black caregivers (N = 9). Language 
barriers for the Coloured caregivers were minimised during the sessions in that the co-
ordinator was fluent in English and Afrikaans. Moreover, all programme materials were 
available in English, Afrikaans and isiXhosa. Additional factors relating to 
cultural/linguistic sensitivity are discussed later within a broader ecological perspective. 
It is believed that parental advocacy strategies that focused on educational needs and 
placement of the Deaf children encouraged a more positive perspective on parenting a 
child with a disability. On the basis of the qualitative findings of this study, educational 
advocacy is believed to have empowered the caregivers at least to the extent that they 
were provided with information on their children's educational needs, on educational 
options and potential placements. In addition, the caregivers acknowledged their role in 
their children's education, for example by visiting local placement options and being 
instrumental in the decision-making process regarding educational placement. The 
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component of educational advocacy was particularly relevant III VIew of the past 
discriminatory practices of the Apartheid regime. 
Clearly, the components of language and communication, information and knowledge, 
and educational advocacy provided support to the caregivers. Numerous additional 
means of support within the intervention programme were identified primarily on the 
basis of the focus group interview data. It is believed that the support identified through 
participation in the programme enabled the caregivers to cope better and hence bring 
about a sense of empowerment. 
The role of a multi-disciplinary team of professionals and a team approach by programme 
staff was to encourage a mutual support network. Such a network was established 
through the involvement of the caregivers, programme co-ordinator, isiXhosa-English 
interpreter, Deaf signing adults and other programme staff. As a cornerstone of the 
programme, the co-ordinator aimed to establish a working relationship with those 
participating in the intervention. It was identified that such a relationship is one that is 
based on trust, consistency and time. The co-ordinator needs to be highly committed to 
bringing about effective change for the families involved and not be viewed as a 
'revolving door' . 
The interpreter was a valued, integral member of the intervention team whose role was 
primarily one of a cultural broker who assisted in breaching the linguistic and cultural 
divide between the co-ordinator and the isiXhosa caregivers. Deaf signing adults who 
participated in the programme provided support including training in sign language and 
information on deafness and Deaf culture. Professionals within the tertiary hospital 
setting enabled a more comprehensive service including for example, involvement of a 
paediatrician and social worker in the application of care grants and involvement of a 
clinical psychologist for additional counselling. 
Given the numerous factors regarding culture and the socio-economic and socio-political 
climate, one cannot dismiss the challenge of developing a partnership between hearing 
caregivers of deaf children who have a history of disadvantage and intervention 
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professionals, as compared to partnership attempts with caregivers of children from 
wealthier backgrounds (Webster & Wood, 1989). Given the challenges and concerns 
highlighted in this study, one can better understand that caregivers who have critical 






In addition to the support offered through the role of the co-drdinator, a team approach, 
I 
and a working partnership, caregiver-to-caregiver support was; encouraged by means of a 
group intervention approach. The essence of a group intervention was believed to be the 
support inherent in the group. Group intervention allowed for;a sense of cohesiveness. A 
willingness to share experiences in the group and to offer support highlighted the special 
bond that was formed among the caregivers. 
A further type of support that was offered within the intervention programme was socio-
economic support. That is, financial aid was provided for caregiver-child dyads to access 
the programme, and assistance was provided regarding grant applications. Support of this 
nature was especially important to the caregivers in terms of.the wider socio-economic 
context of this study. 
It is believed that the positive findings already discussed regarding the four programme 
I 
I 
components contributed towards the effectiveness of the ip.tervention programme. 
Moreover, the principles of the programme, some of whih have already received 
I 
mention, were believed to favour effective intervention. THese included parent-child 
I 
interaction, competence of a comprehensive team, a working p',artnership, involvement of 
I 
Deaf adults, cultural competence, appropriate resource hlaterials, empowerment, 
continuity of care, and consideration of the social and environmental context. 
! 
Moreover, the intervention programme was compiled, implemented and evaluated, being 
driven by needs identified through experience in the field, and by the expressed needs of 
those participating in the programme. In this way, the programme could be an 
appropriate and relevant form of intervention that is client driven. As a result, a semi-
structured approach to intervention was applied as the co-ordinator periodically adjusted 
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the agenda in following the lead and need of the group of caregivers. The qualitative 
findings are believed to indicate that the content and nature of the programme was 
appropriate, given the needs of participants and resources available. 
It also became apparent from the qualitative findings that aspects of the intervention 
programme were relevant to the caregiver-child dyads. Relevance is believed to be a 
contributing factor to the positive change identified. In particular, the programme is 
believed to have been relevant and appropriate in terms of the caregiver sign instruction 
in that sign language training not only focused on aspects of communicative transaction 
but also emphasised aspects of conversational interaction - in particular, pre-linguistic 
skills. Moreover, relational aspects were addressed as they concern caregiver-child 
conversational interaction and parenting principles (including those relating to child 
discipline, and positive, supportive behaviours). The sign lexicon was selected according 
to high frequency words used by pre-school aged children and to vocabulary that is 
relevant to the families participating in the intervention. Overall, the functional approach 
to language intervention adopted in this study was believed to encourage more 
meaningful interactions within the home. Of functional importance, caregivers brought 
some of their home rituals into the programme and these were mirrored in the sessions 
(e.g. communicative interaction during the daily routine of washing). 
In this study by addressing socio-cultural and linguistic differences it is believed that an 
appropriate and relevant programme in line with a broader ecological perspective was 
achieved for the caregiver-child dyads in this study. Moreover, certain socio-economic 
issues were addressed for the families who have a history of disadvantage that interfered 
with their participation in previous formal communicative intervention. It became clear 
that the programme could not simply focus on language and communication relating to 
the child's deafness. A broader perspective in intervention that addresses cultural and 
socio-economic factors was adopted as a means of encouraging a comprehensive 
programme. Use of an ecological framework constituting the four programme 
components, with an overall empowerment perspective, was believed to be applicable in 
the South African context. Furthermore, this approach offered advantages to deaf 
children and their hearing caregivers from low socio-economic communities with a 
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history of disadvantage, in that an emphasis was placed on issues relating to the family, 
culture, socio-economic status, social attitudes, empowerment:and a working partnership 
relationship between the caregivers and professionals. 
The foregoing discussion has addressed the main findings across the four programme 
components, and has highlighted some of the main factors believed to have contributed 
towards programme effectiveness. From a broader ecological perspective, additional 
findings relating to aspects of culture and the socio-economic climate for the families 
from disadvantaged communities will now be discussed. 
The need to focus on attaining cultural competence was critically important in this study. 
Cultural factors that were considered included among others, the family structure, 
caregiver-child interaction patterns, education level of the caregivers, home language, 
child behaviour management, and health beliefs and practices. Working effectively with 
the caregivers from different cultural groups was developed primarily through the use of 
an isiXhosa-English interpreter from the same community as the Black caregiver-child 
dyads. It was identified that the involvement of the interpreter encouraged cultural and 
linguistic sensitivity. The thematic analysis revealed that commitment of the programme 
co-ordinator was important to the caregivers rather than her representing the same 
cultural group as that of the dyads. 
Cultural/linguistic sensitivity was further incorporated for all caregivers in that Deaf 
signing adults from the same communities as the dyads were involved in programme 
implementation, research assistants from the same communities as the dyads were 
involved in programme evaluation, and programme materials were available in English, 
Afrikaans and isiXhosa. Socio-cultural sensitivity for the Black caregivers was 
incorporated in that the Deaf adult who played a primary role in service delivery was a 
member of the same community. Deaf signing adults played an integral role in this study. 
There are believed to be valuable implications for the research process and the hope of 
caregivers and their families when deaf adults are involved in all stages of intervention. 
Those research assistants who were from the same communities as some of the dyads 
could identify with cultural differences. Programme materials :were available in the first 
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language of the caregivers, and the reality of education history and poor literacy skills 
was addressed. It is believed that such factors contributed towards the quality of the 
intervention programme. 
Numerous challenges were identified primarily on the basis of the focus group interviews 
that need to be addressed if intervention is to be beneficial in a context of low socio-
economic status. The programme of this study fully acknowledged the socio-economic 
context of the programme participants, a context characterised by among other elements, 
poor living conditions, unemployment and difficulties in accessing basic services such as 
transport. Some socio-economic support was offered to programme participants. In 
particular, information on care dependency grants and assistance in applying for grants 
were provided in response to identification of the dire need for a social assistance grant. 
Caregiver reports indicated the tremendous support derived from the programme in terms 
of care dependency grants in spite of their extreme frustration with the social security 
system. Furthermore, financial support was provided for the cost of travel in order to 
access the intervention service. Additional support included the free provision of 
programme materials to caregivers who were unemployed. Furthermore, picture books 
were made during one of the group sessions as part of the emphasis on storytelling, rather 
than caregivers needing to buy books. 
It is believed that consideration of this low socio-economic context will determine the 
importance of rehabilitation in terms of the general socio-economic climate as well as 
influence the impact of the services to be provided. In acknowledgement of the need for 
formal rehabilitation services for deaf children and their families, more services are likely 
to be established and maintained if they become the collaborative responsibility of 
numerous sectors. The well being of the deaf individual is reliant on the involvement and 
responsibility of numerous sectors. For example, support and commitment is necessary 
from the health sector as well as social services (e.g. with regard to grant applications and 
transport) and from the education sector in encouraging opportunities for the deaf signing 
child. 
321 
Within rehabilitation programmes, the complexities and challenges arising from low 
socio-economic conditions cannot be underestimated and professionals are urged to 
consider both socio-economic as well as socio-cultural aspects in the delivery of 
rehabilitation programmes. Furthermore, it is strongly believed that in providing 
rehabilitation for deaf children from financially disadvantaged communities, the type of 
rehabilitation offered and the costing thereof needs to be seriously considered. From the 
outset of this study and the development of the intervention programme, the 
acknowledgement and recognition of the importance of adopting sign language as the 
primary mode of communication was not only guided and influenced by the SOCIO-
cultural perspective of deafness but also by the reality of economics. 
The use of advanced technology and methods of rehabilitation facilitating spoken 
language in the deaf child is extremely costly for individual families and for the state. 
Within the South African context, there is currently no formal budget for the provision of 
hearing aids or cochlear implants for hearing impaired and deaf children. Hence, the need 
to employ appropriate forms of rehabilitation within the financial restraints of the 
families concerned and in line with the state's health budget is fully recognised. 
Therefore, the promotion of sign language in rehabilitation programmes for deaf children 
is considered not only important from a socio-cultural perspective of deafness but is also 
considered an economic necessity. 
As idealistic as it may be to have a clear-cut option between the pathological and socio-
cultural perspectives on deafness, the majority of deaf South African individuals do not 
actually have an opportunity to make this choice that is driven by poverty and economic 
constraints. The inaccessibility to economic and social infrastructure required to make 
this choice is a reality to many. Hence as noted by Penn et al (in process) a third 
perspective is proposed, one that is grounded in the socio-economic framework of the 
country. The socio-economic context for the traditionally disadvantaged families 
including a deaf child impacts greatly on the issue of a meaningful choice regarding 
language and deaf identity. Within this context the choice is not dependant on belief but 
on economic constraints (Penn et aI, in process). Communication development through 
sign language is indeed believed to be the only viable option for these children. 
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In acknowledging the extent of the reduced opportunities available to the caregivers and 
children in this study, the socio-economic perspective on deafness was particularly 
relevant. Once again, the impact of socio-economic factors on disability cannot be 
disregarded. 
Out of the measures taken to offer socio-economic support in this study, accessibility is 
felt to be a great challenge in intervention for disadvantaged families. Caregivers voiced 
their frustration with the current health system and the need for not only a more 
comprehensive system but also one that is accessible. This raises the contentious issue 
regarding provision of intervention, such as the programme of this study, in an institution 
at a tertiary level versus in the community. The researcher acknowledges the need for 
geographically local services and support for socio-economically disadvantaged people, 
in order to make services more accessible and affordable. However, rehabilitation 
services as part of the PHC approach continue to face challenges in terms of accessibility, 
appropriateness, and equitability and so it will take some time to address these 
challenges. 
Currently, disadvantaged families need to access health services at a tertiary level that is 
not available in their local community and as the findings of this study highlight they 
need financial support for this to be possible. Financial assistance may be offered in the 
form of transportation costs as in this study, but also, by means of transport services being 
specially arranged for families. 
An intervention programme such as the communicative intervention programme of this 
study needed to be a multi-disciplinary, rehabilitation service that acknowledged the 
complexities involved in intervention for the young deaf child. This was possible in a 
tertiary hospital setting while still applying a social rather than a medical model. The 
programme principle of competence of a comprehensive team is particularly relevant in 
this regard. It is believed that a team of professionals was able to provide a more 
comprehensive service for the Deaf children and their caregivers as opposed to a single 
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professional. In addition to other previously mentioned team members, a social worker, 
paediatrician and psychologist played an integral part in the intervention service. 
Overall satisfaction was expressed with a centre-based rehabilitation programme and the 
extent of services offered in the tertiary hospital that housed the programme. The 
caregivers indicated the convenience of a comprehensive service housed within a tertiary 
setting and a strong preference was conveyed for participating in the programme that 
fitted into a comprehensive tertiary level service, rather than in isolation. Tremendous 
support was derived from access to multiple services at one site. It is proposed that this 
short-term intervention remains at a tertiary level and that problems of accessibility are 
addressed in order to encourage sustainability of such services. 
There is however, a sense of urgency regarding the need for rehabilitation services at a 
community level in that socio-economic constraints may be expected to present greater 
challenges in more long-term intervention that is centre-based. Evidently, the 
development, implementation and evaluation of a communicative intervention 
programme such as the one of this study are indeed bound by the wider context. It is 
believed that this study has highlighted that the socio-economic and cultural context in 
particular cannot be disregarded. 
For a first time intervention programme, it is believed that there are a number of benefits 
to implementing and evaluating a centre-based tertiary level intervention programme. It 
is hoped that ultimately the programme can be implemented in the community in which 
the deaf child lives. For this to be possible support from multiple professionals is 
necessary and services responsible for identification and rehabilitation need to be 
established and sustained. Until such time that adequate, comprehensive health care 
services can be provided at a community based level, it is proposed that more long-term 
intervention, in the form of support and further development in communication through 
sign language, be provided in the community. Issues relating to culture can be addressed 
both in short-term and long-term intervention, primarily through the use of interpreters 
and deaf adults from the communities of those participating in intervention. 
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Finally, it is believed that the hearing caregivers of Deaf children were empowered 
through their participation in the programme. It is believed that this was achieved by 
means of the programme components and principles as well as the holistic approach to 
intervention that addressed aspects relating to the cultural and socio-economic context. 
7.2 General Conclusions 
In conclusion, this study set out to determine the effectiveness of an intervention 
programme, within an ecological framework in a developing context, which involves 
parents through parent training adopting a parent-child interaction approach to 
I 
intervention, specifically for hearing caregivers of profoundly deaf signing children from 
low socio-economic backgrounds. 
This study has reported on an under-served and under-researched population, namely 
hearing caregivers and their deaf signing children from socio-economically 
disadvantaged communities in South Africa, within a broad socio-political framework. 
Furthermore, an intervention programme developed, implemented and evaluated for the 
purpose of applicability to this population is reported on in this study. The complexity of 
deafness and management for the deaf child and his/her caregiver in a low socio-
economic climate was appreciated in an attempt to determine the effectiveness of the 
programme. An intervention that focuses on the training of caregivers primarily through 
caregiver-child interaction, on information -giving and -exchange, on sign language 
instruction, on educational advocacy and support, was compiled, implemented and 
evaluated. This was achieved by means of the programme components of communication 
and language, information and knowledge, educational advocacy and support. In 
addition, important issues were addressed relating to deafness, culture, and the social and 
economic environment of those families who participated in the intervention process. The 
principles ofthe programme were also believed to favour effective intervention. 
The framework of this study was built upon several basic premises, as follows. Language 
and 'communication relating to the child's deafness cannot be addressed in isolation. 
Rather, caregiver-child interaction in terms of a relationship-focused approach to 
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intervention and the broader context need to be addressed. In line with characterising 
relationships between individuals and their environments as transactional and the 
influence on child development, a naturalistic approach with an ecological perspective 
was adopted. A holistic approach involves consideration of the broader cultural and 
socio-economic context, and needs to incorporate programme components of the 
development of functional communication skills and the use of sign language, 
information and knowledge, educational advocacy and support. Such components 
encompass an overall empowerment perspective. Furthermore, the valuable role of deaf, 
signing adults as role models in the intervention process cannot be disregarded in a socio-
cultural perspective on deafness. The involvement of interpreters is critical in enabling 
linguistic and cultural sensitivity. These basic premises were examined by means of an 
evaluation process. 
It was established that a whole-programme evaluation was critical, one that does not 
simply address language and communication but rather the wider context within a 
backdrop of multiculturalism, multilingualism, and transformation in health, education, 
welfare and other sectors. In this way, a greater understanding of and appreciation for the 
complexities regarding deafness and disability from a socio-cultural perspective were 
highlighted. The unstructured method of focus group interviews, in particular, in 
evaluation allowed for the collection of rich in-depth information. Such information is 
considered valuable in view of the need for experiential data rather than merely 
quantitative data on disability. 
On the basis of the overall findings of the evaluation, usmg outcome measures of 
language and communication, the evaluation questionnaire and focus group interviews, it 
is believed that the aims of the study and the specific goals/objectives of the programme 
were achieved. In particular, it is believed that the primary outcome indicating that the 
specific goals/objectives were achieved, is that the style of caregiver-child interaction 
changed over the course of the intervention. Hence, the programme was effective to the 
degree that it improved caregiver-child interaction. The focus group interviews enabled 
the collection of data on caregivers' experiences with, and assessments of, the 
programme as a basis on which to judge the extent of the programme's success in 
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meeting its specific goals/objectives. Interview responses assisted in validation of the 
programme. On the basis of the findings, it is believed that this study contributes to 
evidence-based practice in rehabilitation services, where there is a lack of formal 
intervention programmes for hearing families and their deaf children from disadvantaged 
communities, and a lack of formal evaluation. 
It is believed that in applying a holistic approach to intervention rather than solely 
focusing on communication and language, the outcome of participation in the 
communicative intervention programme provides evidence for change and that this 
change is most likely due to the programme. The programme is believed to have achieved 
far more than bringing about a positive impact in terms of communication through the 
modality of sign language. It is believed that the programme resulted in empowerment of 
the caregivers to cope better with the broader implications of deafness in a context of 
socio-economic disadvantage and in a multilingual, multicultural society comprising a 
majority ofhearing, speaking individuals. The overall empowerment perspective adopted 
in the approach to intervention is in line with a socio-cultural view on deafness in 
contrast to a view of remediation or normalisation that is adopted in the medical model. 
On the basis of the quantitative and qualitative findings, it is believed that the service 
delivery components of the programme instilled greater confidence in the caregivers in 
caring for and communicating with their Deaf children, thereby enabling empowerment. 
The caregivers were provided with access to pre-linguistic communication strategies 
enabling them to use an alternative, appropriate mode of communication; to 
communication and language facilitation techniques; to sign language training; to cultural 
and linguistic sensitivity in intervention; to information/knowledge, support, and 
educational advocacy. In addition, physical access was encouraged through the provision 
of financial support for transportation. Cultural, linguistic and physical access to 
intervention is believed to contribute towards empowerment of traditionally 
disadvantaged families. An important aspect of the empowerment perspective is believed 
to be the dedication and commitment of intervention professionals and other programme 
staff (including Deaf role models). This conclusion on empowerment is particularly 
positive in light of the past discriminatory practices in health and education during the 
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years of Apartheid. Empowerment is a tremendous challenge in service delivery, yet it is 
I 
absolutely crucial to include empowerment in interventio~ goals, particularly with 
families from disadvantaged communities. 
In this regard, the caregivers developed a greater understanding of the disabling situation 
for their children in a hearing, speaking environment. As discussed in Chapter Six, 
participation restrictions, as defined in the ICF (WHO, 2001a), arose in an environment 
, 
in which sign language was not recognised. Participation in t~e programme appeared to 
I 
be largely responsible for their realisation that participat~on restrictions could be 
overcome. Not only the caregivers but also the family and community were to be 
involved in minimising barriers to participation. During the co'urse of the programme the 
caregivers started to teach others sign language and create awareness of deafness and 
implications thereof. 
Numerous aspects are believed to contribute towards the uniqueness of this study and of 
the communicative intervention programme. This study is believed to be unique in that 
the population under investigation was one that is under-resbarched as well as under-
I 
served. Research is limited in terms of communication using ,~ign language by families 
from disadvantaged communities, including those for whom the home spoken language is 
not English. There is a dire need for research on parentese/motherese among low socio-
economic status groups. Additionally, the study is believed to be unique in that the 
ecological framework takes into consideration the contextual f~ctors of culture and socio-
economics of the developing South African climate in addition,to specific factors relating 
to the child's deafness in a parent-child interaction approach~ This framework extends 
beyond the four programme components to making efforts t~ address the influence of , 
aspects of culture and even more so, in terms of the socio-~conomic climate for the 
families from disadvantaged communities. 
With regard to the intervention programme itself, the ecological framework is believed to 
have contributed to the uniqueness thereof. Factors relating to culture, the socio-
economic context and the child's deafness were considered and addressed. The primary 
focus was on communication breakdown between hearing car~giver and Deaf child and 
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the support and training necessary in the development of language and communication 
skills specific to communication with young deaf children. This support and training was 
provided in group intervention. The group format allows the clinician in particular to 
impart information in an organised, efficient way and to use teaching aids such as group 
discussions and video-feedback. The positive language-learning environment is no longer 
limited to the clinician-child therapy situation and generalisation is to naturally occurring 
everyday-type activities and situations within the context of low socio-economic status. 
As part of an ecological framework, a naturalistic approach to intervention recognised 
that children learn language and hence communication skills through naturally occurring 
interactions with their caregivers. Naturalistic methods were employed. Functional 
communication (e.g. during dressing, washing) as part of a conversational model was an 
important focus in line with the pragmatic nature of language. 
An important aim of the intervention, believed to contribute to the uniqueness of the 
programme, was to restore and enhance the development of pre-linguistic skills. In line 
with a more visual as opposed to auditory approach to communication, issues relating to 
the training in and use of sign language were also addressed. Core to this study was the 
involvement of Deaf, signing adults - in the implementation of the programme, the 
treatment and analysis of communication data, and the compilation of sign language 
materials. Deaf role models; particularly those from the same communities as the 
caregiver-child dyads, were invaluable in this study, the heart of which concerned the 
development of the deaf child who uses sign language as a primary means of 
communication. The critically important role of adult Deaf role models throughout the 
intervention process was acknowledged in this study, as was the involvement of an 
isiXhosa interpreter in meeting the need for cultural and linguistic sensitivity. 
The programme may be considered as the first formal communicative intervention 
programme implemented in the Western Cape, South Africa, that incorporated sign 
language as the primary mode of communication for the deaf child from a disadvantaged 
community. In view of the lack of formal rehabilitation programmes and the current 
context of transformation, the programme constituted early intervention - the first formal 
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intervention following diagnosis of deafness in this particular: context. Sadly, the history 
of rehabilitation services for the deaf implies that this is ~ertainly not early enough. 
However, the principles of the programme are believed to hive contributed towards the 
effectiveness of a comprehensive approach to meeting the needs of the caregiver-child 
dyads of this study. 
It is believed that this approach to intervention responded to the dire need to tailor 
services in order to consider cultural issues, the social and economic context and issues of 
deafness. Such a holistic approach necessitates an ecologi~al framework within the 
developing context of South Africa that incorporates coclponents of language and 
communication, information, educational advocacy and support that serve to empower 
the caregivers of young deaf children. Evidently, a variety of aspects were considered and 
addressed in this study, and these are believed to have contributed to the uniqueness of 
this clinical and research investigation. Therefore, the impetus and impact are believed to 
lie within the use of multiple aspects in the intervention process. These aspects are in fact 
complex issues relating to the child's deafness, rather than ~imply relating to a small, 
limited number of communication strategies. 
It is necessary to bring to the fore some important methodoiogical issues that arose in 
this study. Coding procedures in the treatment of data were time-consuming for the 
number of parameters investigated. Further research in the compilation and validation of 
a quick, user-friendly checklist is necessary. 
Furthermore, use of a control group implicated ethical consid~rations. A research design 
that does not include a control or comparison group limits the iconclusions, such as those 
I 
of cause and effect, which can be drawn on the basis of the' results. The absence of a 
control group was in fact the reality of this particular research project, a complication that 
arose due to ethical issues primarily in terms of ethical justification in depriving a needy 
population of formal intervention. This needs to be appreciated in light of the serious lack 
of intervention services at the time of this study. Moreover, the critical period of language 
development was a great concern for many of the children who had not even been 
exposed to early intervention in its true sense. 
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I 
The researcher was cognisant of the implications of using a true experimental design 
versus a quasi-experimental design and of the reality of ethical issues that arise in 
caregiver-child intervention that adopts an ecological perspective. These are important 
considerations in future research. By means of a quasi-experimental design, statistical 
corroboration for change (as well as qualitative findings) associated with the intervention 
were identified and presented in this study. With regard to the focus of this study being 
communication through sign language, it is likely that the programme components, 
principles and approach to intervention applied in this study contributed greatly to 
observed changes. 
In terms of programme effectiveness, it is believed that the intervention of this study 
achieved clinical accountability and to a lesser extent scientific accountability by virtue 
of the absence of an experimental control group. As defined by Simeonsson and Bailey 
(1991), accountability broadly refers to the documentation that a needed intervention has 
been provided in an appropriate manner with the likelihood of some desired outcomes 
being achieved. With regard to clinical accountability, the issue of interest is the extent 
to which a service is perceived by professionals and participants to be satisfactory and 
appropriate for the needs of the participants. Scientific accountability refers to empirical 
evidence that intervention is causally linked to outcomes (Simeonsson & Bailey, 1991). 
A further methodological issue regarding ethics concerns randomisation and ethical 
justification. Since a random sample of caregiver-child dyads was not chosen in this 
study, the findings of this study cannot be generalised conclusively. However, as 
mentioned previously, ethical considerations could not be justified regarding 
randomisation of those in need of formal intervention. Moreover, the aim of the 
evaluation was not to generalise the findings beyond the particular setting but rather to 
improve programme effectiveness at a specific time for a specific group of people. 
Reliability and validity cannot be disregarded in a study of this nature. Since the focus 
was language and communication, it is important to point out the time-consuming 
measurement of reliability carried out on samples of caregiver-child interactions that 
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yielded a high degree of reliability for transcription, coding' and tallying of frequency 
counts. It is believed that a credible study was achieved prjimarily through the use of 
multiple methods of evaluation, the consistency of the progr~mme co-ordinator and her 
commitment to meeting the needs of the participants. AQ:1ong others, triangulation 
strategies adopted in this study are believed to have enha~ced the validity or rather 
authenticity of the research findings. In this way, a qualitatively rich account of how the 
dyads experienced the intervention was provided. This highlights the importance of 
differentiating between statistical significance in the sense of discernible numerical 
evidence, and significance in the sense of clinical implications, in the interpretation of 
findings in human service delivery. In line with the constrm,:tivist-interpretive research 
paradigm, it is believed that validity in the type of research of this study cannot be fully 
established primarily because interpretations may vary. Th~ emphasis therefore shifts 
from traditional positivist/post-positivist criteria of validity ~o authenticity of findings. 
The researcher applied numerous means of enhancing aut~enticity and the reader is 
encouraged to make judgements on the research carried out on the basis of all that has 
been presented here. 
Finally, it is strongly proposed that deafness should not be :viewed in isolation in the 
conceptualisation, design, implementation and evaluation of a communicative 
intervention programme in the context of numerous challeng~s in a developing country. 
A broader perspective on deafness, disability, and the interve,ntion process is advocated 
particularly in light of socio-economic constraints, cultliral beliefs and practices 
regarding disability, and social attitudes. 
7.3 Implications 
7.3.1 Clinical implications 
This study has reported on the development of a communicative intervention programme 
provided by a multi-disciplinary team and other programme!staff and offered within a 
short-term framework. This study has led to the ongoing implementation of a formal 
communicative intervention programme that continues to date in a tertiary hospital for 
children in the Western Cape, South Africa. Moreover, this service provides clinical 
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training to Speech-Language-Hearing Therapy students. Since the programme was a 
short-term intervention specifically for dyads with no previous exposure to formal 
intervention, the findings have implications for more long-term intervention. Evaluation 
of the programme has led to the development and implementation of a long-term 
intervention programme at a community level as a means of providing continuity of care 
for those who are dependent on strained public services. 
With regard to clinical tools, the contingency coding system that was compiled and used 
in this study allowed for comparisons pre- and post- intervention of sign language and 
communication parameters relating to transaction and interaction for the caregiver-child 
dyads. The coding system for the purposes of this study, served to allow for an in-depth 
analysis of communication parameters. It is anticipated that it can be modified for clinical 
use as an effective tool in monitoring and evaluation. A less complex version of this 
coding system would enhance the efficiency of such a clinical tool. 
In addition, numerous programme materials regarding language and communication 
development and sign language may have wide clinical use in the future for English, 
Afrikaans and isiXhosa members of disadvantaged communities. At the outset of this 
study, it was hoped that the programme materials would be used clinically in the future. 
Currently, the sign language video and booklet continue to be useful resource materials 
for hearing families including a deaf child. It is anticipated that these materials could also 
be used to contribute towards a more enabling environment for the deaf child, thereby 
creating awareness regarding communication through sign language. 
It is anticipated that this study will contribute clinically to intervention regarding the 
delivery process and content of the ongoing programme, particularly in view of the need 
for formal intervention programmes of this nature for families from disadvantaged 
communities. In implementing the programme, the advantages of group intervention over 
an individual approach were evident primarily in terms of the emphasis on 
communicative interaction and of the support possible in a group approach. Particular 
methods of training appeared to be successful. These included for example, the use of 
modelling, role-play and sign language practice activities, practice activities for 
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caregiver-child dyads during the sessions. Use of a functional approach with an emphasis 
on communicative occurrences in daily routines and the use of relevant words, phrases 
I 
and sentences for the child is believed to have wide clinical I application. The methods 
, 
used in this study are believed to be suitable for caregivers who have a history of socio-
economic and education disadvantage. 
Furthermore, use of a semi-structured approach in following t?e needs of the group (e.g. 
I 
information, support, and revision necessary) is believed: to have encouraged the 
relevance of programme content. A progression was followed in addressing particular 
aspects of language/communication in training, rather than the use of a random sequence 
of content items to be covered. In this way, there are likely to be clinical implications in 
intervention programmes that incorporate a range oflanguage/<;:ommunication behaviours 
and that involve young children who are not all of the same developmental age. This 
I 
approach was adopted according to the natural progression in sign language and language 
stimulation, and age-appropriateness of vocabulary and communication strategies. 
It is believed that the findings of this study have clinical implications for those teaching 
sign language to hearing families and friends of deaf children. This study addressed an 
important area in the field of education of the deaf child for whom sign language is their 
first language. The integral and influential role of deaf signing adults in intervention was 
highlighted. Furthermore, hearing parents and families with deaf children who use sign 
language need consistent access to effective learning opportunities in sign. The 
importance of focusing on child- rather than adult- based language and on daily 
communicative occurrences in sign language instruction was e~ident in this study. 
It also became evident that it is critical that intervention programmes concentrate on 
parent-child communicative interaction rather than simply sign language instruction to 
parents of deaf children. It is believed that intervention professionals need to look beyond 
the teaching of sign language to incorporate pre-linguistic communication skills and 
language stimulation techniques that are specific for use with young deaf children who 
rely on a visual-gestural system of communication. 
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Moreover, there are clinical implications for those delivering intervention programmes in 
moving beyond the components of the programme to incorporating an ecological 
perspective. The need to acknowledge the broader context that impacts on the lives of the 
parent-child dyad, as opposed to focusing solely upon language and communication 
relating to the child's deafness, became evident in this study. Means of acknowledging 
this broader context in this study included for example, provision of financial assistance 
to access the service, assistance in the application of care dependency grants, 
involvement of an isiXhosa-English interpreter and a multi-disciplinary team of 
professionals. This study has introduced the need for the involvement of deaf signing role 
models, interpreters and a multi-disciplinary team of professionals in order to provide a 
more comprehensive service to deaf signing children and their families. The tremendous 
need for support and empowerment was highlighted in this study. 
It follows that evaluation of a formal communicative intervention programme for 
caregivers and their children from low socio-economic status communities and from 
cultures that differ from that of the programme co-ordinator, has numerous implications 
for service delivery in light of the dire need for a programme of this nature. In addition, 
the evaluation process is believed to contribute towards outcome measurement in this 
field in which there is a lack thereof. This study, being compiled, implemented and 
evaluated in a developing context is believed to have clinical implications in other 
developing regions and countries. 
As professionals and educators we need to accept the critical role that parents play in 
their child's development and address broader factors that have an impact on parent-child 
interaction. There needs to be a focus on changing the nature of the service delivery 
rather than attempting to change the family or the situations in which they live. Parents 
need to be involved in their children's education and development, and it is the 
responsibility of professionals and educators to ensure that parents become an integral 
part of the intervention team. 
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7.3.2 Theoretical implications 
This study reports on a population about which little has been Idocumented; it focuses on 
an under-served and under-researched population within a developing context. 
I 
Moreover, it reports on an intervention programme for this population within an 
evaluation research design. Consequently, it is believed that a better understanding of the 
, 
needs and concerns of hearing caregiver-deaf child dyads from disadvantaged 
communities has been created. This information allows for c1e\lrer interpretation of needs 
based on their own experiences, values and priorities. i 
I 
It is believed that this study has provided additional knowled~e to the existing body of 
knowledge on communicative transaction and interaction betwfen hearing caregivers and 
their young deaf children through detailed description on the basis of a video analysis 
procedure and additional qualitative procedures. This desqription revealed insights 
regarding the increase in use of many communication behaviours as well as a limited use 
of certain behaviours. It emerged that certain communication b¢haviours responded more 
positively than others in the intervention process for caregivers and their pre-school aged 
Deaf children. It became evident that early intervention programmes need to focus on 
pre-linguistic communication skills. Such a focus contributes to establishing the building 
I 
blocks necessary for communicative interaction through sign l~nguage. 
I 
Moreover, the findings of this study contributed to a ~reater understanding of 
communication breakdown among hearing caregiver-deaf child dyads and the influence 
I , 
of intervention on the frequency and nature of communicatioh breakdown. It is hoped 
that the results on communication will contribute greatly to th,e development of hearing 
I 
parents' intuitive communication behaviours that typically break down, parallel with sign 
language use. 
This study describes aspects of sign language, and the aCCJj6isition and use of sign 
language by the hearing caregivers who participated in the intervention programme. It is 
anticipated that this type of information, collected on the basislof an inherent evaluation 
process, is valuable in the areas of communication and language in the field of child 
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I 
deafness and intervention. In addition, it is anticipated that this information meets the 
need for the lack of research on the nature of sign language use by caregivers who receive 
their first formal signing intervention in a developing context. 
Since the programme focused on supporting and modifying patterns of caregiver-child 
interactions, it was possible to analyse the contribution of caregiver-child interaction 
towards programme effectiveness. It is hoped that the findings are able to contribute 
towards the body of knowledge on the link between parents adopting interactive qualities 
that research suggests are associated with child development, and outcomes of 
intervention. 
The findings of this study are also believed to contribute towards a greater understanding 
of disability in terms of restricted participation for the severe-profoundly deaf child in 
communication within a hearing, speaking environment. In accordance with IeF (WHO, 
2001a), information is provided in this study on those facilitators that encourage 
functioning in this context versus barriers that bring about a disabling condition. 
Furthermore, facilitating or hindering factors relating to the social, economic and 
attitudinal environment are presented and discussed. Once again, the need for a 
multifaceted approach to intervention became evident. 
7.3.3 Implications for future research 
Several implications for future research emerged from this study. There is clearly a need 
to determine the effectiveness of intervention programmes for hearing caregivers and 
their deaf children. Measurement of effectiveness needs to be an ongoing process for 
short- and long- term programmes. Outcomes of evaluations may contribute towards 
improvements of various aspects of programmes as well as the development of additional 
programmes. 
The need for extended intervention beyond early intervention was strongly implicated in 
this study, particularly with the continued need for further development of the signing 





follows. Firstly, an investigation into the concomitant impr~vements in the children's 
I 
language development from pre- to post- intervention stages tnay be carried out in order 
I 
to establish whether parent training has the desired effect/s on child language and 
communication development. Secondly, the inclusion of parents in the intervention team 
who have previously participated in the programme may be investigated in determining 
this use of support in long-term intervention at a community level. Although the need for 
long-term intervention and support is clear and Commerford (2003) has recently 
I 
investigated a more long-term parent-training programme, it is well recognised that such 
I 
intervention frequently does not materialise as a result of a nutbber of barriers. 
I 
There is a need for an examination of hearing caregivers' acqJisition and development of 
more complex aspects of sign language, such as facial expression and spatialised syntax, 
which are included in communicative intervention programmes. This study has focused 
on pre-linguistic skills. 
I 
I 
Further research is also implicated in terms of the need to establish a clinically useful tool 
I 
that is quick to administer in the analysis of caregiver-child int~ractions according to a set 
I 
I 
of communication parameters. The procedures employed in tIie treatment of video-taped 
data of dyadic interactions in this study are time-consuming. The validation of a clinically 
useful tool on the basis of findings of this study requires further investigation. This tool 
may be in the form of a checklist of language and communication behaviours to be 
administered pre- and post- intervention. It may be useful to acknowledge the stepwise 
regression analyses findings regarding contributors to chang~ in the use of composite 
I 
variables of attention-getting, eye gaze, meaning and icohesion illocutions, in 
investigations comprising a similar study sample to the one J this study. In this way, a 
I 
more in-depth investigation may be possible with fewer variables while analysis time 
I 
would be decreased. . 
This study presented the critical role of deaf adults in the intyrvention process. Further 
investigation is believed to be necessary into the involvement and role of deaf people in 
the lives of hearing caregivers/families of deaf children, w;hich may extend beyond 







Investigation is necessary regarding the involvement of deaf people from the same 
community as the hearing caregivers/families of deaf children. 
There is a great need for intervention to be implemented and evaluated at a community 
level in the future. To date, little research has focused on the development, 
implementation and evaluation of long term communicative intervention programmes for 
hearing caregivers of deaf signing children in South Africa. 
Finally, further examination and documentation is required on the process of empowering 
hearing caregivers from disadvantaged communities. Moreover, the process of 
empowerment needs to be investigated in more long-term intervention programmes that 
are based at a community level - not only empowerment of the caregivers but also of deaf 
individuals and community members involved in community-based rehabilitation. 
Empowerment is currently interwoven into every ingredient of South African life. It is 
particularly relevant in view of the country's history of apartheid and the transformation 
process. Empowerment, in the context of this study relates to racial issues and cultural 
factors, as well as socio-economic status variables. In spite of the many challenges faced 
in the transformation of health and rehabilitation, one should not be deterred from future 
efforts. Future research investigations that examine empowerment from a broader 
perspective to that taken in this current investigation and as a primary aim of the study 
would comply with the critical research paradigm. Unlike this study which spans the 
positivist/post-positivist and constructive-interpretive paradigms, research in the critical 
realm is concerned with activist or politicized goals leading to varying degrees of action 
that ranges from the overturning of specific unjust practices to radical transformation of 
entire societies (Guba & Lincoln, 2005; Rossman & Rallis, 2003). 
'A child doesn't learn to communicate by himself. He learns through involvement with his 
world. We, his parents, are the largest part of that world, and it's what we do and how we 
do it that affects our child's opportunities to learn' (Ayala Manolson, Hanen Program: It 
Takes Two To Talk). 
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APPENDICES 
APPENDIX 1: EXTRACT FROM CAREGIVER INITIAL INTERVIEW 
QUESTIONNAIRE 
The initial interview questions were categorised as follows: 
Section A: Background Information 
Section B: Birth History 
Section C: Hearing 
Section D: Language and Communication 
Section E: Schooling 
Section F: Play and Storytelling 
Section G: Socio-economic factors 
Section H: Attitudes and Perceptions 
The questionnaire included standard case history questions and so these questions are not 
included in this appendix. Unlike the standard questions asked, the following extract from 
the questionnaire is from Section G, which was particularly relevant in the context of this 
study. 
Section G: 
Indication of Socio-economic Status (to complement information from other 
sections): 
Gl Do you (and ifappIicable, you AND your spouse): 
COME OUT JUST COME OUT DO NOT COME OUT 
financially each month? 
G2a) Do you (and if applicable, you AND your spouse) earn: 
RO RO - 500 R500 -750 R750 -1000 R1000+ 
per month? 
G2b) Where does this money come from? 
* wages/salary 
* care-dependency grant 




(a) Are you working at the moment? Yes No 
If Yes: * what work? 
* part-time fuIJ-time 
* who looks after the child while you are at work? 
(b) Do you have previous work experience? 
Ifso, what? 




G4b) In what area do you live? 




Ifneither, who owns it (e.g. Council)? 
G4d) How many rooms are there in the houselflat/other? 
Please specify what these rooms are (e.g. 1 bedroom, 1 toilet...) 
GSa) How many people live in the home? 
GSb) Of these people, how many are: 
* adults (> 18 yrs) 
* children « 18 yrs) 
* working and earning wages/salary 
G6 What was the highest class/standard that you passed at school? 




APPENDIX 2: CAREGIVER SOCIO-DEMOGRAPHIC INFORMATION 
I Mother isiXhosa Married Gesture; Speech Unemployed ~.~~v ~ h 
.y-ears ouse 
, Personal 
II 39 : ... Domestic Council R 1000 - wages' 
2 Mother 'I ISIXhosa Mamed I Gesture; Speech k Grade 10 h N = 6 RI500 S : years i wor er ouse , pouse s 
I I i -- --~~~~- -
39 . . . Own - RIOOO - Souse's 
3 I ears Mother ISIXhosa Marned I Gesture; Speech Unemployed Grade I I j house I N = 5 R 1500 ~a1 
~- ---- -- ---- -~---___ --------__ - _ ,.. ,. - t- -------------.-
28 I .. . I Own R750 - Spouse's 
4 Mother lSI Xhosa Marned Gesture; Speech Unemployed Grade II h N = 4 R I 000 
ears ouse wa 
I Maternal 
51 Maternal I . . , Rented RIOOO-
5 d h ISIXhosa Mamed I Gesture; Speech Unemployed Grade 6 h N = 7 RISOO grandfather's 
years gran -mot er I I ' ouse J 
I I sa ___ ~ ___ ! y:Zrs. _ Mother I isiXhosa Sing~! Gesture; Speech Unemployed I Grade 8 ~~~:a~ N = 6 RD - R5DO Allnl's wages 
24 Caregiver 'I I I e . t 0 Salary of 
7 (friend of isiXhosa Single I Gesture; Speech Daregflvhe~ldo r Grade 10 h wn N = 5 RIODO - child's 
years h) ' I ea Clouse h 
me>.t.~r; mot er 
8 36 Mother isiXhosa Married Gesture; Speech Unemployed Grade 6 ' dlnfor"mal N = 4 R 0 N/A 
rs we I 
I'> Income is indicated in the South African monetary currency of the Rand. 
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APPENDIX 2 continued: CAREGIVER socrO-DEMOGRAPHIC INFORMATION 
9 Mother isiXhosa Married Gesture; Speech Unemployed Grade 10 hostel N = 5 




33 English;. Gesture; Home . Council _ R750 _ I) S~ouse',s 
10 Mother At! -k Marned - S I Unemployed Grade 7 h N - 7 R I 000 w3e es, Care n 'aans sIgns; peee 1 ouse 
grant 
J I Mother Afrikaans Single Gesture; Speech I Unemployed I Grade 10 -ptents N = 8 RO - R500 I-~:re grant 
_ _ ------ G-'e- slure; Horne- t- -- - 1- A:~:~S R750 _ - hare granl; 
12 Mother Afnkaans SlOgle, - _ S h Unemployed I Grade 5 fl N = 20 RIOOO I ~alnlenanee 
Slgn~) peec , t , 
---------~- -----i ! grant 
Paternal . _, )' Own ! R [000 _ Spouse's 
13 grand- English Mamed Gesture; Speech Unemployed Grade 9 house I N = 5 R IS00 wages; Son's 
mother t wa 
English; , ." - ,- - - ~-fo-rm-a-I -i _ R7S0 _ Spo~se~s 
14 ,Mother An 'k Marned Gesture, Speech I Unemployed Grade 10 d II' I N - 3 R1000 ""ages, Care 
i years ; n aans ' we mg 
, I O'r3nl 
29 _ T _ Gesture Horne Informal I . R 1000 _ ) e , 
15 Mother AfrIkaans I Marned signs; Soeech Unemployed Grade 10 dwell in ! N = 4 R 1500 : Spouse s salary 
---- .---- 4---- ------,--!!!&-- ) l -----'---''----'---'---'------;----- -- -
U I d . ' Personal 
23 English;, _ ' nemp oye fnformal I _ R 1 000 - salary; 
16 I Mother An 'k Mamed Gesture, Speech (Sludenl I Grade II d II- ,N - 4 R 1500 S' 
years I n aans nurse) we 109 , pouse s 
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APPENDIX J: DEAF CHILDREN - BIOGRAPHICAL AND CLINICAL INFORMATION 
2 21/06/97 I 3,7 years I Male INoliced at 9 monthsl Diagnosed at II Seve re-pro found I Congenital; Nol Specified 
I 
months sensorineural 
3 25105/00 I L2 years Male Noticed at 9 months Diagnosed at I year Profound sensorineural 
I 
Congenital rubella 
- - 1--4 17/07/98 2.8 years Female Noticed at 10 Diagnosed at 1.4 years Profound sensorineural \ Congenital; Not Speci lied 
months 
- -
5 29/08/96 4.IOyears Male Noticed at 2 years Diagnosed al 3 years Profound sensorineural Congenital; Not Specified 
6 07/05/97 4.9 years 1 Female Noticed at 2 years Diagnosed at 3 years Severe-profound Congenital; Not Specified 
sensorineura l 
7 I 02/09/99 1],11 years I Female I Not known by I Diagnosed at 1. I year ' Severe-profound I Pneumococcal meningitis 
caregIver sensorineura I 
8 I 20/07/97 I 3.6 years I Male I Noticed at 2 years Diagnosed at 2. ] 0 Severe sensorineural Not Speci tied 
years 
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APPENDIX 3 continued: DEAF CHILDREN - BIOGRAPHlCAL AND CLINICAL INFORMATION 
9 1 23 /06/98 1 3.8 years I Female I Noticed at 8 Diagnosed at 1 yea r Severe sensorineural I Pneumococcal meningitis 
mooths 
-+--
10 1 22/02/95 1 2.9 years : Female I NOliced at 0.9 I Diagnosed at 2.2 years Severe sensor! neural Familial history of 
years hearing loss - child's 
cousin 
II lSI! 0/93 1 4 years I Female I Noticed at 2 years Diagnosed at 2 years l Severe-profouod 1 -Familial hisrory of 
sensorineural hearing loss - child's 
cousin 
---------
I 12 1 3 1110/94 13. II years I Male INoticed at 1.7 years I Diagnosed at 1.9 years I Profound sensorineural Not Specified 
13 121/10/95 :2.11 years [ Male Not known by Diagnosed at II Profound sensorineural- I Not Specified 
caregiver months 
~---- -- ----
14 I 11/09/97 3.6 years I Male [Noticed at 8 months Diagoosed at 11 Severe sensorineural Congeni tal; Neonatal 
months jaundice 
--
IS 1 04/08/96 14. I I years Male Noticed at I year Diagnosed at 2 years Severe-profound Not Spec! fled 
Fem'le~ Noliced.1 6 sensori neo ra I __ -I 16 1 22/06/00 I 1.1 years Diagnosed at ] year Profound sensorineural Congenital Rubella 
months 
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APPENDIX 4: DEVELOPMENT AND IMPLEMENTATION OF THE 
COMMUNICATIVE INTERVENTION PROGRAMME 
A. Specific Goals and Objectives of the Intervention Programme 
At. Goals 
The communicative intervention programme has four primary goals as follows: 
a) To provide hearing caregivers with skills and experience to maximize language 
learning opportunities and bring about more meaningful, pleasurable 
communicative interaction through use of interactive strategies and sign language, 
in everyday activities. It was hoped that this would firstly, encourage a quality 
linguistic environment in the home, where language learning experiences are at an 
optimum, and secondly, encourage intervention to become a continual and 
ongoing process, as caregivers learn how to incorporate language facilitation into 
the child's everyday life. 
An additional proposed implication included the facilitation of the deaf child's 
participation in extended dialogue and hence attainment of contingent information 
for the children that would promote their expressive and receptive skills. Greater 
contingency in interaction positively influences social-emotional and behavioural 
development (see Spencer & Gutfreund, 1990). 
b) To provide support for caregivers who have a history ofdisadvantage that impacts 
on the intervention process. This support includes that provided by the Speech-
Language Therapist/Audiologist (the researcher as programme co-ordinator), 
programme staff, and the use of service delivery components that ultimately serve 
to empower the caregivers. Elements of support include among others, facilitation 
of caregiver acceptance and understanding of deafness; informational and 
affective counselling; educational advocacy and refen"al to other professionals 
such as social work services. In agreement with Gallagher (1990) the creation of 
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more positive and extensive resources for support can result in better family 
interactions, particularly by reducing stress. 
c) To provide information to the caregivers as a means of imparting knowledge and 
hence empowering the caregivers. Gallagher (1990) highlights the important role 
of providing families with accurate information about child development and 
associated issues, in coping with the circumstances. 
d) To empower the caregivers as effective change agents. First and foremost, the 
involvement of caregivers in their children's intervention is believed to offer them 
some sense of empowerment in that they become integral members of the 
intervention team (Iacano, Chan & Waring, 1998). The programme components 
are believed to empower the caregivers participating in the programme, both as 
primary caregivers of the child and as language facilitators. In this context, 
empowerment may be defined as a strong sense of assertiveness and desire for 
power and control in important decision-making processes (Dale, 1996). The 
discriminatory practices of Apartheid cannot be disregarded in relation to issues 
of empowerment. 
Michelson (1998) argues that the reasons for reduced empowerment of caregivers 
of hearing-impaired children attending parent-training services relate to racial 
issues and cultural factors, as well as socio-economic status variables. Michelson 
(1998) proposed that a caregiver's racial affiliation is the largest determinant of 
his/her level of empowerment. It is suggested that Black and Coloured caregivers 
who originate from traditionally oppressed backgrounds, will be less empowered 
than caregivers whose origins are in a traditionally oppressive race. Despite the 
abolition of Apartheid and the various accompanying political changes that have 
occurred in South Africa to date, it appears that those who were members of a 
dominated race still feel these sentiments today. 
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A2. Objectives 
The starting point of an assessment of effect, according to Rossi and Freeman (1993), is 
the identification of outcome measures that represent the objectives of the programme. 
The short-term programme objectives were as follows: 
a) To increase the caregivers' use of pre-linguistic communication skills III 
transaction and interaction with their deaf children; 
b) To increase the caregivers' use of communication strategies that serve as 
language stimulation techniques; 
c) To increase the caregivers' use of sign language in transaction and interaction 
with their deaf children; 
d) To provide the caregivers with support in the acceptance and management of 
deafness. This support may bring about greater acceptance, confidence and coping 
as a means to empowerment; 
e) To provide the caregivers with information regarding deafness and related issues, 
including the educational needs and placement options for the deaf child. This 
information may result in an increase in knowledge among the caregivers as a 
means to empowerment; and 
f) To implement a programme that is culturally and linguistically responsive to the 
particular socio-economic context of the intervention and the deaf children and 
their families. In so doing, the appropriateness of an intervention service is likely 
to be enhanced. 
Evidently, the goals and objectives of the programme centre on enhancing, and therefore 
changing, caregiver-child patterns of interaction. In so doing, the contribution of 
caregiver-child interaction towards the effectiveness of the intervention may be analyzed. 
Consequently, the findings of this study may contribute towards verifying the hypothesis 
that outcomes of intervention depend on parents adopting interactive behaviours that 
research suggests are associated with child development (Mahoney et aI, 1998). 
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B. Development of the Communicative Intervention Programme 
An intervention programme was compiled: 
• On the basis of the findings of a pilot study on the communicative interaction 
between hearing caregivers and severe-profoundly deaf children; 
• On the basis of existing programmes, in particular, The Hanen Program 
(Girolametto et aI, 1986; The Hanen Centre) and the Intensive Interaction 
approach (Nind & Hewett, 1994). These programmes are geared toward parent-
and parent-child- intervention, where the child has deviant or delayed language; 
• By reviewing relevant literature, particularly recent developments in the field of 
speech language pathology and audiology concerning acquisition and 
development of spoken and sign language, caregiver-child interaction (both 
hearing and deaf caregivers and children) and early language intervention; and 
• By drawing on the academic background and clinical experience of the researcher 
involved in the field of parent-child intervention and parent-child interaction. 
The principles, nature, components, process and content of the communicative 
intervention programme will now be presented. 
Bl. The Principles of the Communicative Intervention Programme 
The principles of the programme believed to favour successful intervention with 
caregivers and their children in a developing context are as follows. 
a) Competence of a comprehensive team 
Basic knowledge and practical skills are indeed vitally important for successful 
intervention involving young deaf children. Seitz and Provence (1990) believe that 
maximum benefit of the particular service is likely to ensue when the skills of the 
providers match the needs of the child and family. The need for competence implies the 
advantage of having a team of people with different areas of expertise to provide 
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services. The primary focus in the programme was that of communication through the 
modality of sign language, yet additional components were of great importance. 
A team of people provided the programme. The researcher, as programme co-ordinator is 
a Speech-Language Therapist and Audiologist with previous experience in the field of 
deafness, including the involvement of the family of the child. The researcher together 
with a Deaf adult role model led the programme. Deaf signing adults as well as an 
isiXhosa-English interpreter played an integral role in the intervention process. 
Professional support was derived from a multi-disciplinary team of professionals within 
the tertiary hospital setting. These professionals included social workers, child and 
family psychologists, paediatricians and audiologists. Support from a team of people 
allows for the provision of a comprehensive service that does not focus on 
communication and sign language alone. 
b) Cultural competence 
The diversity in language and culture in South Africa presents a challenge to speech-
language-hearing therapists in family intervention programmes. Currently, the majority 
of therapists who provide services to the traditionally disadvantaged children with 
hearing loss and their families are White middle-class individuals. Differences in cultural 
ideas and beliefs necessitate therapists to develop cultural competence (Louw & A venant, 
2002). Cultural variables are "the keys to understanding family relationships and 
dynamics" (Louw & Avenant, 2002:148). 
Since the researcher as programme co-ordinator was part of a different culture and socio-
economic background to that of the caregiver-child dyads in this study, a cultural 
perspective was considered essential. Cultural factors considered in this study included 
among others, the family structure, caregiver-child interaction patterns, education level of 
the caregivers, home language, child behaviour management, and health beliefs and 
practices. 
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Services need to be culturally as well as linguistically appropriate for families. As noted 
by Louw and A venant (2002) language barriers further compound the presence of 
cultural mismatches between professionals and clients whom they serve. In this study, 
the researcher acknowledged the critical role of a trained interpreter from the isiXhosa 
community of many of the caregivers who participated in the programme. The nature of 
her role was such that it could allow primarily for cultural and linguistic sensitivity within 
the communicative intervention service. 
c) Social and environmental context 
For the communicative intervention programme to be effective it is argued that both the 
context of culture in intervention and the broader context of social and environmental 
factors must be considered. Of particular importance are the socio-economic pressures of 
the families being served and the social attitudes and practices of family and community 
members. In this way, the social model of disability and a socio-cultural perspective in 
intervention applies 
Poverty in South Africa is directly linked to the political economy of inequality in a 
country in which wealth and power has historically been the domain of a racially defined 
minority. This current context is one of a combination of extreme income inequality, high 
unemployment and overwhelming poverty (Vally, 1998). The inextricable link that exists 
between poverty and disability will be highlighted in this study. Furthermore, social 
attitudes and practices may become barriers for the deaf child that re stricts his/her 
participation in the immediate environment and society at large (Marks, 1997; Imrie, 
1997). 
d) Caregiver-child interaction 
At the heart of this study was the communicative interaction between the hearing 
caregivers and their Deaf children in dyadic interactions. As noted by Cross (1984) early 
parent-child interactions form a primal bond that is the foundation for relating to and 
communicating with others. The numerous advantages of caregiyer-child dyadic 
interaction have been well established in practice and in the literature on speech-
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language-hearing therapy. These dyadic interactions apply to a naturalistic approach 
within a relationship-focused intervention, as described in this appendix. Moreover, the 
researcher acknowledges the importance of incorporating these dyadic interactions in the 
intervention process for hearing caregivers and their young deaf children from 
disadvantaged communities. 
e) Working partnership and collaboration 
An important aspect of programme effectiveness in this study was that of a working 
partnership and collaboration between the comprehensive team and the clients. 
According to Seitz and Provence (1990) a working partnership is the ideal outcome. 
Professionals are no longer expected to be the source of all expertise in the intervention 
process as the value of caregiver involvement is increasingly recognised. The caregivers' 
ability to sustain the child and actively contribute to the intervention process is vitally 
important to its success. A therapeutic alliance usually forms gradually, depending on 
the professional's ability to engender feelings of trust in the caregiver regarding 
competence, interest and availability (Seitz & Provence, 1990). 
f) Involvement of Deaf adults 
Deaf signing adults were involved in all stages of the research including the development 
of the programme, its implementation, the teaching of sign language, data collection, and 
data analysis. All Deaf adults were profoundly deaf, used sign language as a primary 
mode of communication, and were integral members of a Deaf community. These Deaf 
adults, involved at different stages in the intervention process, had Black, Coloured and 
White racial affiliations. The Deaf adult who played a primary role in the delivery of the 
programme was from the same community as the Black caregivers, being the majority of 
the caregivers in this study, hence the same cultural and socio-economic backgrounds. 
As noted by Brown (2000) the positive implications of the use of a deaf adult from the 
same cultural background and social community as the family, as both the role model and 
communication facilitator to both caregiver and child, are twofold. Firstly, it allows the 
caregiver an opportunity to view a successful deaf adult from a similar background who 
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has overcome adverse situations favourably, and it is someone to whom they can identify 
and relate. Secondly it allows the caregiver and child to appreciate Deaf culture and 
acquire sign language. 
The need for hearing parents of deaf children to have much early contact with deaf 
signing adults, who could help the parents to understand and appreCiate deaf persons and 
Deaf culture, is well recognised. This may enable the caregivers to appreciate their deaf 
child as well as encourage their child to embrace him-/her- self as one who is deaf 
(Okwara, 1994 in Watkins et aI, 1998). 
Deaf adults play the role of communication facilitator for effective caregiver-child 
mediation and interaction and provide much support to the caregivers. Although difficult 
to learn as a second language, frequent contact with deaf people and a firm understanding 
and acceptance of the Deaf culture, can facilitate learners to acquire the language. As 
long as learners expose themselves to the language, learning will continuously occur 
(Kemp, 1998). 
There is much need for a social support network among hearing parents of deaf children. 
Hintermair (2000) found that parents who sign to their children, while also maintaining 
contact with deaf adults, contribute to a larger social network. Thus those parents who 
have a larger, well-functioning social network are able to interact with other hearing 
caregivers of deaf children, share experiences and support one another, as well as 
maintain contact with deaf adults. 
g) Empowerment 
A fundamental principle of the programme of this study was the empowerment of the 
caregivers to interact effectively with their children. and to confidently make decisions 
regarding the development of their children, including the development of the dyadic 
interactive relationship. In agreement with McCollum and Hemmeter (1997 in Weitzman, 
1997) the degree to which parents are supported in their own development as confident 
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and competent parents may be a pnmary factor in differentiating successful from 
unsuccessful early intervention. 
In addition to providing the caregivers with a variety of important skills in the domain of 
language and communication, the programme provided them with a great deal of support 
to increase caregiver empowerment so as to enable them to make informed decisions and 
choices for both themselves and their children. Each of the programme components 
served to empower the caregivers. These components (see section B3 below) included the 
development of language and communication skills, particularly pre-linguistic 
communication skills; provision and exchange of information that served to impart 
knowledge; educational advocacy and support. 
h) Continuity of care 
The continuity of care from service providers entails the satisfaction of clients enhanced 
by the assurance of and evidence of them being seen by the same service providers over 
time. It is well known that professionals are more effective in their remediation and 
supportive functions when they know the caregiver and child well. Service providers 
must therefore be endowed with a capacity for sustained attention and service in order to 
serve families well (Seitz & Provence, 1990). 
The researcher as programme co-ordinator provided the communicative intervention 
service as part of her professional research post within a tertiary hospital setting. The 
researcher was therefore in a position to establish a rapport with many of the caregivers 
prior to the intervention, and the caregivers and their children were able to access the 
intervention beyond the three-month period of the programme. Organizational 
arrangements that permit continuity of care contribute towards the effectiveness of 
intervention (Abramson, 1990). A more long-term intervention programme has been 




i) Appropriate resource materials 
Programme implementation required support from appropriate resources. Throughout the 
course of the intervention, caregivers were encouraged to make use of various resources 
collected by the researcher, as part of a service offered at the centre for hearing-impaired 
and deaf children within a tertiary hospital setting, in which the researcher was employed. 
These included: 
o Informative pamphlets addressing topics such as normal speech and language 
development, implications of deafness, and social-emotional development; and 
o Media articles and informative pamphlets on sign language. 
Specific to the programme, the following resources were available in English, Afrikaans, 
and isiXhosa: 
o A user-friendly booklet for caregivers and significant others, on aspects and strategies 
of communication addressed in the programme. 
At the start of the programme, a booklet on aspects of language stimulation and 
communicative interaction that were addressed in the programme was made available to 
caregivers. Practical examples were included. Since an important component of the 
programme was that of storytelling, the programme booklet included information and 
guidelines on storytelling with young deaf children. The researcher ensured that this 
booklet was available in the spoken home languages of the caregivers and their families 
by means of translation by first-language speakers of English, Afrikaans and isiXhosa. 
The researcher compiled the booklet by means of: 
• Drawing on existing programmes (in particular The Hanen Program, Girolametto et 
ai, 1986) and the Intensive Interaction approach employed by Nind and Hewett 
(1994) which are geared toward parent- and parent-child- intervention, where the 
child has deviant or delayed language development; 
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• Reviewing relevant literature, particularly recent developments in the field of speech 
language therapy and audiology, concerning the acquisition and development of 
spoken and sign language, caregiver-child interaction (both hearing and deaf 
caregivers and children) and early language intervention; and 
• Drawing on the academic background and clinical experience of the researcher. 
o A sign language booklet. 
All caregivers were issued a user-friendly Sign Language booklet in the initial stages of 
the programme, compiled by the researcher and Deaf and hearing personnel. The 
numerous vocabulary themes covered in the 12- session programme were included in the 
booklet. The lexicon was selected primarily on the basis of research on normal child 
language acquisition, and caregivers' reports of vocabulary used as well as needed. 
Vocabulary themes included for example, the family, body parts, washing, as well as 
syntactical aspects of sign language such as pronominals and conjunctions. 
For each item in the sign language booklet, there is a Black and White line drawing of the 
individual sign and a drawing of the respective object and where possible, of the concept. 
The written word/s for the item is/are provided below the drawings, in English, Afrikaans 
and isiXhosa. 
Several line drawings of the signs were obtained from a Signing Course booklet compiled 
by a Deaf adult teacher of sign language in the Western Cape (Lindeque, 1994, 1996). 
The majority of the drawings were a set of hand-drawings compiled by two volunteers. 
Some of the pictures of the objects/concepts to match the various signs were selected 
from several line-drawing picture books. 
o A sign language video. 
A sign language video, edited by the researcher, corresponded to the vocabulary items 
included in the sign language booklet. A video as opposed to booklet form of signed 
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vocabulary would benefit those families who have sufficient financial resources, whereas 
the booklet form was deemed critical for those less fortunate. 
The vocabulary for the signs presented in the sign language video corresponded with that 
of the booklet. Over 400 categorised items for use with young deaf children are 
presented. Entries are presented audibly and in the written form in English, Afrikaans 
and isiXhosa as well as visually in sign language. The duration of the video is 
approximately 100 minutes. 
Clearly, this video format allows for wide use for both hearing and deaf viewing. 
Moreover, aspects of sign language production such as movement and orientation can be 
presented effectively. 
B2. Nature of the Intervention 
A relationship-focused intervention approach, with its emphasis on caregivers 
interacting responsively with their children, applied in this study. According to Mahoney 
et al (1998) several early intervention projects in the 1980' s incorporated aspects of 
parent-child interaction - relationship focused intervention (see MacDonald, 1989 and 
Mahoney & Powell, 1988 in Mahoney et aI, 1998). Yet, a more widespread recognition 
of parent-child relationships in intervention services has occurred only recently. Of 
relevance to an emphasis on interaction, the approach to intervention focused on aspects 
of communication transaction. Moreover, the broader social and environmental context of 
the caregiver-child dyad was considered. In this way, a transactional perspective that 
highlights the reciprocal qualities of change occurring in individuals and in their 
environments over time applied in this study (Peck, 1993). 
Bronfenbrenner (1979 in Peck, 1993) who conceptualised the 'ecology of human 
development', proposed that properties of the environment, as the particular individual 
experiences it, affect development. Transactional models suggest that development is 
influenced by the "constitutional characteristics of the child in dynamic interaction with 
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ongoing social relationships across multiple ecological contexts" (Crnic & Stormshak, 
1997:209). In agreement with Crnic and Stormshak (1997), intervention needs to 
consider both relational and contextual factors if it is to be successful. As proposed by 
Mahoney et al (1998), if a transactional model of development is a valid characterization 
of the social and environmental factors that contribute to children's development, early 
intervention efforts may only be effective at enhancing children's development and 
functional outcomes if these efforts encourage parents to adopt interactive qualities found 
to be associated with children's development. 
In line with characterizing the relationships between individuals and their environments 
as transactional and the influence on development, the communicative intervention 
programme adopts a naturalistic approach with an ecological perspective. The 
following discussion addresses the assumptions that provide the ,rationale for the 
naturalistic approach and an ecological perspective, and the conversational model of 
language intervention. 
a) Naturalistic Approach with an Ecological Perspective 
The gradual evolution toward an ecological perspective for family involvement projects 
results from the recognition that the hearing impaired or deaf child is an organism 
developing in interaction with the environment (Bricker & Veltman, 1990). Children's 
development is assumed to occur within the context of their ecological systems. A variety 
of ecological variables ranges from those directly affecting the individual in daily 
interactions to those that operate more indirectly through, for example, cultural values 
and beliefs (Peck, 1993). 
The wider social and environmental influences, as contextual factors, in engendering a 
state of disability cannot be disregarded (Imrie, 1997; WHO, 2001a). Research on 
attitudes towards people with disabilities in different cultures supports the argument of 
social theorists that disability is relative to particular social and cultural practices and 
independent of the particular impairment or loss of a bodily function, intellectual or 
physical (Kalyanpur, 1999). Moreover, the economic context and its influence on 
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services, systems and policies, are among a variety of environmental factors that need to 
be considered in understanding disability and in providing appropriate intervention 
(WHO,2001a). 
Consequently, intervention efforts must be directed at the systems level allowing for a 
service to the child within the constraints of this broader ecological context, rather than 
exclusively at the child or parental level (Fitzgerald & Fischer, 1987; Bricker & Veltman, 
1990). In line with this shift in perspectives is the shift in the professional's role to now 
adopting an approach or attitude to working with families, serving to consult, train and 
provide support, rather than directing the process, as already discussed. 
An ecological perspective forms the basis of a naturalistic approach. That is, a naturalistic 
approach to intervention recognises that children learn language, and hence 
communication skills, through naturally occurring interactions with their caregivers. By 
learning to communicate in real-life situations, the child is better able to generalise newly 
learned communication skills to other situations (Rossetti, 1996). Child language growth 
should be facilitated via experiences with functional communication (Friel-Patti & 
Lougeay-Mottinger, 1985). Language is after all, pragmatic in nature (Conti-Ramsden, 
1993). 
Developmentally based approaches that provide functional, purposeful activities III 
naturalistic settings emphasize the notion that social experience and meaningful, 
responsive adult interaction will contribute substantially to the acquisition of linguistic 
structures (Owens, McNerney, Bigler-Burke & Lepre-Clark, 1987). 
The devised intervention programme focuses on themes, such as dressing, washing, and 
eating, which apply to everyday situations. The approach to intervention regards 
functional communication (i.e. language use) rather than linguistic forms as the essential 
feature of intervention, thereby addressing the generalization and maintenance problems 
of traditional systems as noted by Fitzgerald and Karnes (1987). In order to encourage 
spontaneous, natural communication and to create an opportunity to provide the 
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caregivers with functional communication skills, all activities were 'directed' more by the 
caregiver and child rather than by the researcher. In so doing, a working partnership 
relationship rather than a clinical helper-client arrangement was established. 
In this programme, learning for the caregivers focused on an experiential approach 
through programme activities such as small group discussions, everyday-type activities 
with the child (e.g. washing, eating), and analysis of videotaped interactions. The aims of 
experiential learning are to allow for a more naturalistic approach, to allow caregivers to 
draw upon their prior knowledge and experience, to accommodate individual learning 
styles, and to address the concerns of caregivers. 
b) A Conversational Model 
The rationale for a conversational model is discussed as it relates to the role of dialogue 
skills in the acquisition of semantic-cognitive and linguistic knowledge (Girolametto et 
aI, 1986). The core of the communicative intervention programme is dialogue or 
conversational skills, namely joint attention, turn-taking, response and initiation 
skills. Reciprocity is evident in dialogue as the process of language acquisition requires 
joint problem-solving by parent and child (Girolametto et aI, 1986). 
Bruner (1978 in Girolametto et aI, 1986:367/8) describes the finely tuned interactions that 
develop naturally and occur frequently when the child develops normally: "The child's 
entry into language is an entry into dialogue and the dialogue is at first non-verbal and 
requires both members of the pair to interpret the communication and its intent. Their 
relationship is in the form of roles and each 'speech' is determined by a move of either 
partner. Initial control of the dialogue depends on parent's interpretation which is guided 
by a continually updated understanding of their child's competence." 
Of particular relevance to this study are the numerous positive effects of dialogue skills 
on language acquisition that have emerged from studies of mother-child interaction. 
Three of these effects are as follows. 
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Firstly, the nature of the dialogue of early social interaction facilitates the development of 
meaning and intentionality. The sharing of joint focus and the temporal juxtaposition 
of parental feedback help children to make cognitive and linguistic comparisons between 
their parent's utterances and their own interpretation of the referent, or between their acts 
and their parents' responses (Girolametto et aI, 1986; Rushmer, 1994). Rushmer (1994) 
asserts that parents know intuitively that sharing in their child's attention to an object or 
event is essential to communication. Secondly, the redundant nature of turn-taking 
allows children to receive or express a meaning expressed in a variety of different ways 
(Girolametto et aI, 1986). 
Thirdly, as children's dialogue skills develop and improve, they are better equipped to 
learn language at a faster rate, as well as receive qualitatively and quantitatively more 
language input than less interactive children. The reasons for this advantage is that they 
are able to elicit quantitatively more linguistic input, and this increased quantity of 
conversational experiences increases the rate of semantic and syntactic language 
acquisition. (Girolametto et aI, 1986). 
As was illustrated in Chapter Three on the issues regarding communication breakdown 
between hearing caregivers and their deaf children, both child and caregiver are at a 
disadvantage. The child is at a disadvantage in that s/he is not part of a rich, stimulating 
linguistic or communicative interactional environment due to his/her sensory deficit and 
to a hearing conversational partner who has no or minimal experience in communicating 
with a deaf child. Similarly, the hearing caregiver is at a disadvantage, needing to 
communicate with his/her child in a foreign medium and from a hearing perspective, 
"one that assumes the presence of audition in subtle and pervasive ways" (Erting, 
1982:395 in Swisher & Christie, 1989:42). 
In this situation, it is thus unlikely that: 
The child's dialogue skills would improve to the extent that s/he is able to elicit 
more linguistic input and hence profit from the linguistic environment and learn 
language at a fast rate, or that 
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Slhe will receive more language input that is of a better quality than that of a less 
interactive child. 
Consequently, both caregiver and child need to be addressed in the intervention process. 
The adult has already progressed through the process of language acquisition and 
development and slhe is familiar with dialogue skills as well as familiar with the child. 
The adult is thus presumably in a good position to acquire a second language that is 
suitable for the child, and to apply hislher semantic-cognitive and linguistic knowledge to 
dyadic interactions with the child. 
In agreement with Girolametto et al (1986), the key role of the adult in facilitating 
dialogue appears to lie in the adult's responsiveness to the child's cues. The practice of 
contingent responsiveness and its role in the facilitation of language acquisition was a 
central aspect in the programme. In view of the limited caregiver-child interaction, it 
seems reasonable to assume that the caregivers find it difficult to impose a dialogue 
structure in interaction with their children and are limited in their extent to which they 
can provide contingent feedback on child-initiated topics. 
Several intervention studies that adopt an interactional approach report that increased 
responsiveness to the child's activity and reduced topic control, facilitate both 
conversational participation and language development (see Wells, 1984 and Lieven, 
1984 in Girolametto et aI, 1986). McDade and Varnedoe (1987) highlight the advantages 
of training parents to follow the child's lead. Joint reference is guaranteed; semantic 
contingency is enhanced; the number of topic shifts is reduced; and task refusal is 
avoided, which in turn allows for the reduction in behaviour problems that often interfere 
with the language process. 
In view of the importance of contingent responsiveness, the intervention programme is 
semi-structured rather than highly structured because the emphasis is on following the 
child's lead in interactions, as opposed to emphasizing teaching strategies that are highly 
didactic and/or carefully structured in order to obtain pre-planned objectives. 
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Moreover, the programme is semi-stmctured in order to follow the lead and the needs of 
the caregivers. Rossi and Freeman (1993) differentiate between an assessment of the 
needs and of the demands of clients being served in intervention. A needs assessment 
describes what others perceive are the needs of an at-risk population based on an 
appraisal of their problems, while a demands assessment desclibes the expression of the 
problems and needs, and of the types of services most likely to be used by potential 
participants themselves. 
The programme of this study was driven by the needs identified by the researcher in her 
experience in the field, and by the needs according to the caregivers. The researcher 
periodically adjusted the agenda in order to meet the voiced needs of the caregivers 
throughout the programme. 
83. Service Delivery Components 
An ecological perspective has significant implications for early communication 
intervention with children with hearing loss and their families (Louw & Avenant, 2002). 
Within the ecological framework, the caregiver-child dyad is at the heart of the 
communicative intervention programme that includes four primary service delivery 
components, as depicted In Figure (a). Even though the focus is on language and 
communication relating to the child's deafness, the components also consider 
empowennent of caregivers and their young deaf children from disadvantaged 
communities, power sharing between the team of people delivering the programme and 
the caregivers, culture, and the socio-economic climate. The components were adapted 
from Fitzgerald and Fischer's (1987) early intervention model of which the components 
were information exchange, supportive counselling, facilitation of child communicative 
competence, and educational advocacy and team decision making. However, the wider 
influences constitute the novelty of this study in the context of development and of a 
multicultural and multilingual society. 
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programme. According to several early intervention professionals supportive counselling 
is the first service that should be provided to families following the initial diagnosis of a 
disability (e.g. Moses, 1985 and Turnbull & Turnbull, 1986 in Fitzgerald & Fischer, 
1987). 
Caregivers were offered a variety of opportunities to meet their expressed needs for 
sharing individual concerns and developing mutual support with other caregivers with 
similar concerns. These opportunities included for example, group discussions on issues 
such as the diagnosis of hearing loss and caregivers' reactions to it; open discussions with 
I 
hearing-impaired and Deaf adults; sharing experiences in group discussions; and where 
necessary, individual counselling sessions. 
According to Rushmer (1994), the support that parents gain from one another in a group 
is one of the most long-lasting and valuable elements of their early intervention 
programme. Fitzgerald and Fischer (1987) identified that the intimacy and the intensity 
of the support derived from other parents who had confronted similar circumstances may 
be more effective than professional counselling for many families. In addition to a 
caregiver group in this study, the needs of the Deaf children were addressed in that both 
caregiver and child (and significant others) were invited to attend and children were able 
to engage in play activities while caregivers were engaged in particular topic discussions. 
In addition to the various opportunities for support outlined above as well as parent-to-
parent support, the intervention service aimed to offer support derived from staff 
including Deaf signing adults, an interpreter and professionals involved in the 
management of childhood deafness and related issues. 
Furthermore, the programme acknowledged the tremendous socio-economic pressures for 
the caregivers and their families in that assistance was offered in terms of social support 
applications and transportation costs to access the service. 
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Finally support was offered in tenns of the other programme components, namely 
infonnation giving and exchange, development of communication skills and use of sign 
language, and educational advocacy. 
• Information and Knowledge 
The sharing of infonnation allows caregivers to begin to acquire the knowledge base and 
fonn attitudes necessary to become effective change agents (Fitzgerald & Fischer, 1987). 
As is the case with the supportive counselling component, sharing of perceptions is 
critical in infonnation sharing. Group discussions encouraged the facilitation of open 
exchanges of infonnation and opinions. Infonnation-sharing discussions were carried out 
on for example, the children's level of functioning at a particular time, communication 
styles and environments. 
Moreover, the researcher and Deaf adult presented infonnation to caregivers on various 
topics and these were then discussed in the group, and where possible demonstrated to 
the group. Topics included for example, deafness and child development, communication 
and breakdown, Deaf culture, sign languages, language stimulation and activity ideas. 
Written and pictorial infonnation was also provided as resource materials and videotaped 
data of caregiver-child interaction were observed and discussed. Where necessary, 
infonnation was provided by professionals within the tertiary hospital setting on issues 
such as behaviour management and disability, and care dependency grants. 
• Development of Functional Communication Skills and the Use of Sign 
Language 
Since language emerges from social interaction with caregivers and language acquisition 
is a primary task of the deaf child, the promotion of effective communicative interaction 
is of primary focal importance (Rushmer, 1994). 
The intervention programme is concerned with interaction at the level of the caregiver-
child dyad and with aspects of communicative transaction of the caregiver, as a means of 
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facilitating communicative competence. The aims were to enhance the development of 
functional communication skills and teach sign language so as to encourage the use of 
sign language by the caregivers with their children. 
Development of functional communication skills involved analyses of caregiver-child 
communicative interactions during play and storytelling, using clinical observations (see 
Cole & st. Clair Stokes, 1984a, b), and modelling by the researcher and Deaf role models 
of communication strategies particularly useful in deaf communication. Special attention 
was given to differences in interaction according to the age of the child. Practice 
activities were included during the sessions in order to allow for individualization of 
programme content and relevant feedback to caregivers regarding communication 
transaction and interaction. Programme personnel spent time with each of the dyads 
during these practice activities. 
Furthermore, feedback was given to caregivers on samples of their interaction with their 
children that was videotaped pre-intervention. This video feedback served to provide on 
the spot training and guidance within a group setting and interactive, cooperative 
learning. Evaluations of The Hanen Program reveal that the combination of group 
training and consultation through video feedback is a very effective way of teaching 
(Girolametto, 1988). Moreover, the videotaping and feedback may be especially helpful 
to parents who do not think about the way that they interact with their children until they 
see themselves doing it, and may help to desensitize parents to further videotaping. 
Samples of interaction were observed and discussed in terms of: 
~ Strategies that appeared to be useful in facilitating the child's communication and in 
establishing successful tum taking episodes; 
~ Strategies and/or utterances resulting in communication breakdown; and 
~ Means of further facilitating the child's communication, of encouraging contingent 
tum taking episodes, and hence minimizing breakdown. 
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In particular, caregivers were encouraged to incorporate principles such as those of 
reciprocity and contingency into daily interactions with their child. Consequently, 
opportunities for generalization of newly learned skills could be maximized. An 
additional focus on caregiver-child interaction was achieved in that the caregivers 
observed videotaped interactions between deaf mothers and their deaf children as a model 
of communication through sign language. 
The following communication and language parameters were addressed m the 
programme: 
,/ Tum-taking 
,/ Eye gaze patterns and the importance of the visual system 
,/ Attention-getting strategies 
,/ Contingency and reciprocity 
,/ Language stimulation techniques (e.g. labelling, repetition, expansion) 
,/ Acknowledgement and praise 
,/ Use of pointing in sign language communication 
,/ Use of non-manual features of sign language 
,/ Teaching of sign language and use of sign language 
• Educational Advocacy 
Fitzgerald and Fischer (1987) define advocacy as a positive process involving both rights 
and responsibilities and assert that families of hearing impaired children can learn 
advocacy skills. 
The advocacy component of the programme focused on educational needs and placement 
options for the children within the context of the socio-economic constraints of the 
families. In addition, the history of deaf education was outlined. Educational needs were 
discussed primarily in terms of effective communication for the child and optimal 
interaction environments. Placement options were presented with detail on factors such 
as location, transport, costs, mode(s) of communication and boarding facilities. 
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Moreover, it was made clear that it was the onus of the caregivers to make final decisions 
regarding placement. 
Penn et al (in process) assert that the choice of language medium in education be a fully 
informed one and that it takes place early in the child's development so as to ensure 
appropriate cognitive and scholastic growth. This choice is particularly important in light 
of the nature of sign language and the unusual status of the deaf child's language learning 
context (Penn et aI, in process). In support of Penn et al (in process), specialized 
educationists and professionals - such as speech-language therapists and paediatricians -
involved in family intervention with the deaf child, need to be aware of and familiar with 
the rights of the deaf and the different language options and implications thereof for the 
child. Currently, such knowledge and awareness is atypical of those working in these 
professions (Penn et aI, in process). 
With the foregoing components of service delivery, a process of assisting the caregivers 
in this study to become more confident, assertive and effectual was applied in the 
implementation of the programme. In addition to the provision of skills, the sharing of 
information, the support and educational advocacy, contribute toward empowerment of 
the caregivers to make informed decisions and choices for themselves and their child. 
B4. Process and Content of the Communicative Intervention Programme 
The process of delivery of the intervention programme will now be presented to address 
the question "How to deliver?" and the content will be outlined to address "What to 
cover?" The structure of the sessions in the delivery process is described and a typical 
session-by-session progression of the content is presented. 
a) Delivery Process 
A certain amount of flexibility was necessary in delivering the programme in order to 
follow the specific needs of the different groups of caregiver-child dyads. Typically, the 
programme included: 
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• Initial consultations with each caregiver-child dyad and significant others prior to the 
first session 
• 12 weekly, group sessions of 5-hour duration 
At the start of the programme a discussion was entered into between the programme co-
ordinator and the caregiver (and significant others were welcome). This discussion 
focused primarily on the needs of the caregiver, the collection of background information 
relevant to the intervention, the intervention process, and caregivers' expectations for the 
programme. For the purposes of evaluation, a sample of caregiver-child interaction was 
recorded as a 'baseline' measure. 
The programme consisted of one five-hour group session per week either during the week 
or on the weekend for a total of twelve sessions, equating to 60 hours of intervention over 
a three-month period. Group sessions allow several caregivers to receive information at 
one time, providing opportunities for interactive, cooperative learning. Moreover, 
opportunities are provided for caregivers to support one another. 
It was not possible to intervene more than once a week primarily for the following 
reasons. Socio-economic factors and the wide geographical location of the dyads' 
residences influenced access to and participation in the programme. Moreover, family 
commitments demanded the caregivers' time, particularly since all those participating in 
the intervention were primary caregivers of one or more children. However, sessions 
were not spread out over a longer time frame primarily in view of the caregivers' need for 
support relating to child development and socio-economic disadvantage. Prior to the start 
of the intervention, caregivers voiced their preferences regarding the day of the week and 
the times on that day which suited them. An attempt was made to meet their needs as far 
as possible. 
A five-hour duration was necessary for the following reasons. In view of the caregivers' 
educational history, adequate time was needed in the sessions to provide information 
clearly and simply, and for modelling and practice opportunities. Reliance on written 
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materials was not appropriate. Moreover, information was conveyed and discussions 
were held in English, Afrikaans, isiXhosa and sign language, with time necessary for 
translation. It was also evident that caregivers benefited greatly from support offered by 
others in the group sessions while transport difficulties did not allow for this support 
outside of session time. 
Several interventions in the field of child language have employed a time frame of 12 
weeks or sessions. For example, Fey, Cleave, Long and Hughes (1993) describe a 12-
week interactive language intervention in training parents to administer focused 
stimulation intervention to teach specific target words to their toddlers with language 
impairment. Giro1ametto, Verbey and Tannock (1994 in McCollum & Hemmeter, 1997) 
trained mothers of developmentally delayed children in interaction-promoting, language 
modelling and child-oriented strategies over 12 weeks. Cunningham, Reu1er, Blackwell 
and Deck (1981) compiled a 12-week programme that focused on mother-child 
interactions for the purpose of behavioural and linguistic development. The programme 
of this study constituted a short-term intervention primarily in view of the content to be 
covered in a programme that constituted the first formal intervention for the caregivers 
and their children. A short-term programme may allow for the opportunity to extend the 
service to more long-term intervention and highlight factors to be considered in extending 
the service. 
Each of the twelve sessions followed the same structure, which was adapted from the 
structure used in The Hanen Program (Girolametto et aI, 1986). The structure applied in 
the sessions is depicted in Table (a). 
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Table (a): Structure of the Sessions of the Communicative Intervention Programme 
An Introduction 
A review 
New Information and group discussion 
J, 






The introduction typically included a welcome, a presentation of the agenda, and 
announcements. The review generally consisted of a revision of the previous session, a 
discussion of home progress and problems, and a brief summary by the programme co-
ordinator and the group of the previously covered information. The review served as a 
reminder for all caregivers, particularly those who were not present at one or more of the 
sessions. 
The co-ordinator and/or the Deaf adult involved in service delivery and/or guests (e.g. 
other Deaf adults, social worker) presented the new information. The topic of the new 
information in most sessions was coupled with a group discussion on a related issue. This 
discussion provided caregivers with an opportunity to share personal experiences and 
insights and thereby provide one another with an important source of support. The Deaf 
adult then revised previously taught signs, and taught additional signs relating to a 
particular theme (e.g. making a sandwich) and to requests from caregivers for particular 
signed vocabulary. The co-ordinator and Deaf adult modelled all new strategies and 
techniques in order to illustrate the new information in signed interactions with the 
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children. They simultaneously commented on the interactions by highlighting particular 
facilitation strategies and techniques. Role-play and various sign language practice 
activities were also carried out with the caregivers. 
Caregivers were then given the opportunity to put all new information (and previously 
covered information) and signs taught, into practice. Pre-planned activities that related to 
the particular theme of sign vocabulary for the session were carried out between each 
caregiver-child dyad. The co-ordinator and Deaf adultls observed the interactions and 
provided positive feedback. 
Finally, the closing included a session summary and allowed fur comments, questions, 
and ideas regarding topics of importance to caregivers. 
b) Content 
The programme content included the teaching of sign language and reflected a 
conversational model of language intervention. This model complies with the standpoint 
of Girolametto et al (1986) that dialogue skills are a prerequisite to language 
development, and the development of dialogue skills is positively affected by parents' 
responsiveness to child-initiated actions and utterances. 
The content allowed for a 12- session programme for caregivers who had no previous 
exposure to communicative intervention. Aspects of communication, language 
stimulation techniques, and sign language were addressed. A functional approach to the 
use of sign language and the implementation of communication aspects and strategies in 
activities of daily living was emphasized throughout. 
An outline of the content of each session that adhered to the typical session structure is 
presented Table (b) below according to the primary goal/s, topics of information, 
particular aspects of communication and sign language, and examples of activities for 
each of the 12 sessions. Only the new information provided to caregivers is presented in 
the outline. Topics discussed in the group are highlighted yet topics raised by the 
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caregivers in the sessions are not outlined. Revision of information is not presented in 
order to avoid redundancy. 
Since the researcher followed the lead and needs of the caregivers, the programme was 
not highly structured. Rather, the emphasis on particular content items varied in 
accordance thereof. The outline of the session content in Table (b) illustrates the typical 
session-to-session plan used across the 16 caregiver-child dyads in this study. 
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Table (b): Outline of the 12 sessions of the communicative intervention programme 
---------------------,----
Session Primary goalls Information-giving and Particular aspects of Types of activities 
exchange communication and sign 
language 
1 a) To orient caregivers to the - communication, language, - examples of - icebreaker activity 
nature of the programme and influence of deafness communication - baking bread activity: 
b) To increase caregiver - the childhood of two Deaf strategies to be strategies modelled 
awareness of their role as adults addressed in the 
language facilitators and of the - deafness, communication programme 
child's ability to communicate modes for the deaf, the 
'concept' of a Deaf culture 
2 a) To address pre-linguistic skills - outline of the types, degrees - attention-getting - modelling 
b) To further point out the and causes of deafness strategies - dyad Hide-and seek game 
implications of deafness - deaf mother- deaf child - turn-taking, giving the 
interaction child a chance 
3 a) To address attention and visual - speech development of deaf - contingency: role of - video of Deaf mother-
attunement in communicative children, hearing aid visual attunement Deaf child interaction 
interaction candidacy - divided attention - modelling of various 
- development of sign attention-getting 
language strategies 
- making a sandwich 
Table (b) continued: Session outline 
Session Primary goalls Information-giving and Particular aspects of Types of activities 
exchange communication and sign 
language 
4 a) To address additional - Communication breakdown - Contingency: imitation role-play 
communication strategies - Lexical variation of sign & labelling group trouble-shooting: 
b) To create awareness regarding language - Repetition communication 
communication breakdown - Aspects of hand -shape, - the forced alternative breakdown with the 
place, movement and children and in the family 
orientation and community 
,~~~~~~~~ ~ ~ ~ ~ ~ -------------------
5 a) Educational advocacy - educational needs of the - points (e.g. pronouns) modelling with children 
deaf child, non-manual features of different ages 
- local placement possibilities (e.g. question facial expression game 
formation) washing up activity 
6 a) To address behaviour - discipline - Aspects related to contrastive modelling of 
management behaviour management effects of different types 
b) To continue to examine such as the use of of questions 
language and communication directives, praise & group discussion on 
strategies acknowledgement, and typical discipline 
the use ofquestions scenarios 
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Table (b) continued: Session outline 
Session. Primary goalls Information-giving and Particular aspects of Types of activities 
exchange communication and sign 
language 
7 a) To point out the importance of - Deafrole models: onset of - Contingency: adding - Modelling and role-play 
age-appropriate communication deafuess, mode(s) of information at child's activities: age-appropriate 
communication, family level, semantic and strategies and sign 
constitution and support, syntactic expansions language vocabulary 
and feelings as a deaf child - Choice of - Play: small groups of 
maturing into adulthood communication same-age children 
strategies for child's 
age 
8 a) To keep the turns going - Parents as role models - the range of pre- - children's dressing game 
linguistic and other - caregiver pairs 
dialogue skills that competition: most 
encourage contingency number of turns 
9 a) To introduce caregivers to the - Why engage in story - language and - modelling by Deaf 
important role of storytelling telling? communication mother and Deaf child 
with books - preparing for storytelling strategies: same as - dyadic storytelling 
(e.g. types of books, those for play and other - cutting out pictures for 
seating) interactions own books 
378 
Table (b) continued: Session outline 
Session Primary goal/s Information-giving and Particular aspects of Types of activities 
exchange communication and sign 
language 
10 a) To continue the theme of - relevant information on - storytelling techniques - making own books 
storytelling storytelling, - visual attunement - storytelling interactions 
b) To provide training on - feedback on videotaped - group discussion on video 
communicative interaction by play and storytelling feedback and particular 
means of video-feedback interactions recorded pre- aspects of communication 
intervention 
11 a) To empower caregivers to be - access to appropriate books - facial and spatial - group sign language 
confident in storytelling aspects of sign games 
interactions with the child language useful in - modelling by Deaf adult 
through the use of sign storytelling (e.g. - application of facilitation 
language pantomime) strategies & techniques 
12 a) To review programme content - review - review - group signing games 
b) To administer the caregiver - continuity of intervention - evaluation questionnaire 
evaluation questionnaire options - PARTY! 
c) To discuss more long-term 
intervention 
379 
Particular aspects in the seSSIOn outline reqUIre further mention. Communication 
strategies were addressed in a particular sequence according to a natural progression in 
sign language communication and as far as possible, language stimulation. For example, 
pre-linguistic skills such as tum-taking patterns, attention-getting skills and eye gaze 
patterns, preceded strategies and techniques such as labelling and repetition that in tum 
preceded techniques such as the use of complex recasts. Similarly, aspects of sign 
language were addressed according to a progression in that complex spatial aspects for 
example, were not introduced in the caregivers' first formal training programme prior to 
the use of pointing to referents that are present. Moreover, sign language vocabulary 
complied with the progressions and was relevant for child use. The lexicon consisted of 
high frequency items of pre-school aged children. 
The approach to training also considered age-appropriateness in terms of communication 
strategies and sign language vocabulary. As an illustration, the caregiver of a younger 
child who is not yet using sign language expressively cannot choose the range of recasts 
suitable for use with the older child who is expressing his/her intents, feelings, requests, 
and the like in sign language. Pre-linguistic skills and vocabulary representing items 
familiar to the child were recommended for the younger child. The greater level of 
complexity of communication transaction (e.g. descriptive labelling) and interaction (e.g. 
recasts) for caregivers of older children indicated the need for a larger sign language 
vocabulary among these caregivers. An increased awareness of effective facilitation 
strategies and techniques was to encourage self-monitoring skills. 
A Deaf adult was responsible for sign language instruction and accompanied the co-
ordinator in modelling particular strategies and techniques throughout the programme. 
This Deaf adult, in addition to other Deaf role models, provided information relevant to 
deafness and communication through sign language. All information-giving and 
exchange in the programme included specific information pertaining to the dyads in the 
group. Signs for a particular theme were taught during each of the sessions and caregivers 
were encouraged to share their needs throughout the programme regarding sign language 
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vocabulary and particular infonnation. Rather than single words alone, useful phrases and 
sentences expressed in sign language were modelled and practiced in the group in each 
session. Sign language 'games' were carried out in the group in order to boost the 
confidence of the caregivers further in their use of this mode of communication. 
The theme of the caregiver-child 'practice' activity was different to that of the modelling 
activities in order to encourage individualisation of programme content. The 'practice' 
activities included those carried out within the caregiver group with the co-ordinator and 
Deaf role model/s, and those carried out within smaller groups of caregiver-child dyads 
or simply the dyads, who received feedback from programme staff. All activities related 
to particular themes in various contexts such as play, relevant activities of daily living, 
and storytelling. 
Caregivers required tremendous encouragement and praise in actively engaging in joint 
storybook 'reading' with their children. Much 'practice' was necessary in tenns of 
storytelling with the children, particularly in view of the caregivers' socio-economic 
disadvantage and past educational experiences during the period of Apartheid. In this 
regard, materials were provided in the session in order to make picture books for home 
use. Moreover, caregivers were encouraged to make use of community libraries in order 
to engage in storytelling interactions with their children. Differing traditions regarding 
storytelling were acknowledged and did not influence the nature of storytelling in this 
study. 
With regard to educational advocacy, it is necessary to point out that children aged three 
years and older at the start of the intervention were to be placed in an educational setting 
as soon as possible. Educational advocacy was an ongoing process throughout the 
programme. Moreover, referrals to other professionals (e.g. social worker, paediatrician) 
were made as and when necessary during the programme as a means of providing a 
comprehensive service to caregivers of deaf children and their families. In fact, a social 
worker provided input to caregivers during the sessions on discipline and on the 
application for care dependency grants. 
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APPENDIX 5: METHODS OF TRANSCRIPTION AND GLOSSING 
• Sign and sign-related data: 
The following conventions, similar to those employed in previous studies (e.g. Lidell, 
1980; Tait, 1993), were used to gloss caregivers' signed and gestural utterances. 
Individual signs were written in English glosses in upper case letters. 
If a non-manual signal (i.e. a particular facial expression, head position or movement, 
body position or movement, or any combination of these) occurred during a signed 
utterance, this occurrence was symbolised across the duration of the non-manual 
signal. For example, a non-manual signal that occurred throughout a sign sequence 
such as: point WHAT, was symbolised as follows: 
-----q 
point WHAT 
The following notation was used for non-manual signals: 
_q = sign or sign-spoken question with non-manual signal; _nmq = non-manual 
question (in the absence of the manual counterpart); _neg = negative (e.g. 
headshake, shrug shoulders); _Dod = 'yes', 'good', 'okay' nod as an assertion or 
acknowledgement; _aff = affective; _adv = adverbial function; and _adj = 
adjectival function. 
If an utterance was not accompanied by a non-manual signal, the superscript for the 
particular communicative function was used. For example, the signed question: point 





If a non-manual signal was used in isolation, it was symbolised using the appropriate 
notation (as above) and in the absence of a manual counterpart. For example, the 
question 'what?' that was asked by means of a non-manual signal alone was 
symbolised as follows: 
__ omq 
point BALL point 
Reference to pronouns was transcribed as follows: 
First person singular (lime) - PRO.l 
Second person singular (you) - PRO.2 
Third person singular (he/shelit) - PRO.3 
First person plural (we) - PRO.lpl, etc. 
The same applied to the possessive marker, thus "hers", "his", "its" = POSS.3. 
A gesture was glossed using the symbol G. 
Gesture may be defined as an action that is not a formal sign, that does not involve 
pretended object use (thus an intransitive gesture as defined by Helm-Estabrooks, 
1992), and which has deliberate communicative intent (Foster, 1990). 
Moreover, gestural communications do not take the form of recognizable linguistic 
units (Foster, 1990). Gestures that accompany speech or sign are not composed of 
parts, but are non-compositional wholes (Goldin-Meadow, McNeill & Singleton, 
1996). 
It is reported that research into the early non-verbal communication of deaf children 
of hearing parents shows spontaneous gestural communication systems that parallel 
natural child-language systems. Reportedly, deaf children are able to regularly use 
non-verbal communicative acts to express themselves (Goldin-Meadow, 1985). 
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I 
Gesture for linguistic purpose has been included as a parameter in this study because 
its usage plays an important role in the bridging into rule~governed sign language 
(Christensen, 1988; Caselli, 1994). 
ws indicated that a semantically incorrect sign was used. This gloss represented a 
wrong sign. The Deaf research assistants checked the handshape, movement, 
location, and orientation for each sign, and findings are included in the results of this 
study. The sign was glossed as ws if all four aspects of the sign did not match the 
intended meaning for the particular sign. Signs were not glossed as ws if one or 
more of these aspects was correct and the semantic meaning of the sign was 
appropriate for the particular topic. 
• Non-vocal data that excludes signed data: 
All actions with communicative intent, including transitive gestures, and relevant 
contextual information, were transcribed in lower case letters (e.g. mother moves 
toys out of the way and places the book in front of herself and the child). 
Physical/gestural movement may have involved physical contact between caregiver 
and child/object (e.g. mother taps child on arm) or no contact per se but showing 
communicative intent (e.g. mother waves hand in child's line of vision). 
Eye gaze patterns were glossed above the transcribed data at the corresponding 
position of occurrence, as follows: 
Caregiver gazes at child 
Eye contact/mutual gaze 
Caregiver gazes at book 
Mutual gaze to book 
Caregiver gazes at object/action 
Mutual gaze at object/action 









It was difficult, in a storytelling episode, to determine with confidence whether the 
caregiver or child looked directly at a specific picture on a particular page, or directly 
at the other's point. Eye gaze was thus simplified to gaze at the book. 
• Vocal data: 
Vocal utterances, including vocalisations such as "mm mm" that indicate negation, 
were transcribed in lower case letters within quotation marks. 
A note was recorded as part of contextual data if spoken utterances were mouthed. 
The speech of caregivers was seldom very soft and thus unintelligible. These 
utterances were indicated in the transcript by an empty parenthesis (_) but excluded 
from analysis. The specific communicative function of spoken utterances was 
important only when accompanied by sign, non-manual features or gesture in that the 




APPENDIX 6: EXTRACT FROM A CODED TRANSCRIPT 
Subject: S 12 
Ti rn c: Post-i ntervention 
Context: Storytelling 
Trcon-( 'on 
mg-bkb m-bkb mg-bkb 
Both look at book as c turns page, c points to picture, c: BABY, m looks ar picture 
TTclln-Recc s 
Desc s PTl 
DPro Lab s Dlab s mg-bkb 
r m points to sa me picnIre THIS BABY SLEEP] c sees m signing. c turns page. 
TTcon-Con s 
TTc:on-Coll Tch s TTcon-R~c III S 
Il1 -C Lab s c-rn !TIg H Lab sLab s 
c tlies to sign 'hat' _ m looks at c. m: HAT as c looks at m, [m: HAT JERSEY] 
TTeon-Con 11m 
TTcon-Col1 TTcon-Con Ack 11m 
m-bkb mg-bkb m-c nod + aff 
c looks at book. m looks at book, c: JERSEY. m looks at c. m: nods yes and smiles 
Treon-Con 
dPro 
TT(;on-Topch AD s 
mg m-bkb PAG Lab s 
cloaks ar m. m looks back at book. [m points to another picture THIS SHOE] 
mg-bkb 
C looks at picture. c copies sign and turns page.,. 
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APPENDIX 7: PILOT STllDY MODIFICATIONS 
• Research Design: 
An attempt was made initially to locate a control group of caregiver-child dyads, but 
was aborted primarily on the basis of ethical considerations as well as difficulties 
implementing control techniques, such as matching. 
As a means of strengthening the design that did not include a control group, a 
multiple baseline, or time-series based, design was piloted on one of the groups of 
dyads participating during the pilot phase. Videotaped data on dyadic interaction was 
collected prior to programme implementation, halfway through the course of the 
intervention, and post-intervention. A pre-post design was chosen for the main study 
primarily in view of the time-consuming data collection, treatment and analysis 
necessary for a multiple baseline design. 
• Subjects: 
Subject selection criteria initially allowed for the inclusion of children attending 
formal pre-school for deaf signing children as well as children not attending pre-
school prior to the intervention. It was identified that prior school attendance of 
children influenced caregiver communication and sign language outcome. Selection 
criteria were then modified to include children with no previous school attendance. 
• Data collection: 
With regard to the materials used during play, a ball and play-dough were included in 
the pilot Shldy but excluded in the main study. The ball encouraged a great deal of 
movement, which made videotaping a difficult task. Both the ball and play-dough 
appeared to result in minimal conversational interaction, which was important for the 
data of interest in the investigation. 
Technical details regarding filming were addressed in the pilot study and modified in 
the main Shldy. The primary factors modified included seating arrangements of the 
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caregiver-child dyad and researcher, and lighting. Considerations in this regard are 
presented in section 4.5.3.1 of the Methodology. 
The length of the 'warm-up' period prior to video-recording of the dyadic interactions 
was varied in the pilot study in view of possible variations in style and pace of 
interacting. Following introduction to the tasks and materials at hand, a 'warm-up' 
period of approximately 2 minutes was believed to be adequate. 
• Programme content and parameters of communication and sign language: 
Modifications to the content of the communicative intervention programme 
contributed towards programme development. In particular, the parameters of 
communication and sign language, in terms of outcome measurement, were refined to 
meet the needs of hearing caregivers (of young deaf signing children) who have no 
previous exposure to formal intervention. The pilot study highlighted the need for an 
elementary-type programme. Consequently, several communication parameters 
received less attention following the pilot study. It is believed that a large 
comprehensive pool of parameters in the pilot study, as opposed to a small, 
incomprehensive pool, allowed for greater flexibility in the intervention study. 
• Programme implementation: 
Modifications during the implementation of the programme primarily concerned 
group size and the length of sessions. 
The number of caregiver-child dyads was varied during the pilot phase in order to 
determine an optimal group size. On the basis of the pilot study and group sizes 
employed in previous intervention programmes for parents (e.g. The Hanen Program, 
Girolametto et ai, 1986; Girolametto, 1988; The Hanen Centre), a maximum of 10 
dyads per group was selected. This maximum was believed to be manageable during 
programme implementation primarily in view of an extrapolation of the number of 
referrals to the Centre at which the programme was to be implemented. 
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In the main, the length of the training sessions varied according to modifications in 
the programme content to be covered in 12 sessions, and factors relating to the 
caregivers (e.g. concentration). Twelve sessions of five-hour duration on a weekly 
basis were found to be adequate to allow for the particular programme content to be 
covered. A variety of activities during each session served to maintain the interest 
and attention of the caregivers, being suited to their learning styles. Activities 
included for example, group discussions, dyadic interactions, group sign language 
training, as well as a tea break. 
• Treatment of Data: 
The majority of the modifications made following the pilot study related to the 
treatment of the videotaped data. Refinements were made at all levels of treatment of 
the data in order to enhance the various procedures undeliaken to prepare the data for 
analysis. These refinements were made in collaboration among the researcher and 
research personnel. 
The complexity of the coding system compiled by the researcher was highlighted in 
the training of personnel and the need identified for the involvement of the researcher 
in the treatment and analysis of the findings of communicative interaction. The 
importance of qualified speech-language therapists/audiologists treating the data was 
evident from the outset. These professionals know and understand the dynamics of 
language acquisition and development, and of communication transaction and 
interaction. It is believed that further refinement of the coding system would be 
necessary in order to validate a more user-friendly system. The number of coding 
parameters under investigation is likely to vary accord ing to the particular aims of the 
researcher/professional. As is, coding procedures were time-consuming for the 
number of parameters investigated in this study. 
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Scatter Diagram of Change in Attention-Getting and Change in Eye 
Gaze 
As shown in Figure (a), change in use of successful AG strategies contributed 40% to the 
total variation in changes in eye gaze use. This finding suggests that as the caregivers 
interacted more with the children and the success of attention-getting increased, the 
caregivers became more visually attuned in the interactions. Thus, the need to elicit the 
chi Id' s attention may have been reduced as the careg iver and ch i ld became more visually 
attuned to one another and the caregivers were delivering a greater number of their 
communicative acts visually_ The result for $5 depicted in Figure (3) reflects the small 
change in use of eye gaze for this grandmother following the intervention. 
The strong associations between cohesion iJlocutions and eye gaze, and between cohesion 
and meaning i llocutions on the basis of the Pearson's correlation coeffiCIent, are depicted 
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in Figure (b). A value for Pearson R-square of 0.6 indicates that total change in meaning 
jl!ocutions contributed 60% towards The total variation in change in cohesion illocutions 
on the difference scale. As Indicated, the observed change in cohesion ilJoclltions relative 
to change in meaning illocutions for S 11 was in fact larger than predicted on the basis of 
the Pearson's correlation analysis. This finding is congruent with the result for S 1 J 
regarding the most improvement made in terms of use of interaction devices, relative to 
the group of caregivers. 
A value for Pearson R-square 01'0.7 as indicated in Figure (b) reveals that total change in 
eye gaze contributed 70% towards the total variation in change in cohesion 1l10cutions on 
the dIfference scale for the 16 subjects. 
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Figure (b); Scatter Diagrams of Change in Meaning lIIocutions and in Eye Gaze 
thllt are Associated with Change in Cohesion Illocutions 
The strong relationship between meaning and cohesion illocutions reflects the social 
nature of communicatIon. Both serve as illocutionary acts having a particular 
communicative function. The association indicated in Figure (b) between meaning and 
cohesion illocutions reflects the importance of interaction that was conveyed in the 
intervention programme, rather than simply fOCUSIng on transactIOn, 
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APPENDIX 9: STU'W I5E RI,G RESSION ANAL YS£S - T HE 
UELATION SIIIP BE] WEEN THE: rOllR COMPOSIIT. VARIA6LES 
(9a) Ih"ull s o f Arlaly 'e, (i) and ( i ;) fl rSe~r ; o ll 5.3.2 ofChap!er Fi"e: 
Tab le (a), dep icts rhe strong numerical c"rden:c supp .. ,nr ng add '!Ive (. h . ,,~e "' eye gne 
be,ng s!rong ly ass<x.a l~d WJth change in colies ion, when mea ning was cxciudc j a,1 a 
p()ss ib le cont"b"l () r to change Th IS IS , pO> '! l V~ li ndmg In !h ~: lh~ hIg h correia lion 
belween changc, in eye gale and cohcl!o rl ,ugge,i> !h,! Ihe carq.;,·IOT; beom( mere 
.. ! >u ~ lIy ~lIl1 rl ed to rhe ,n(er"cr rfl ll as ril e ca regIvers dnd rhe" d"l<1re .. ,nle!dcred 
mea n ingfull y t:J <1 gr~a l er eXltnl 
Tablt (a): S rep" ;se Refres~i<) " Itesu lis of After· llefo re Co hes;<)JI Illocu 1; ons 
C hnl'.ge in Re,pon~c 10 Add;! ;,.., Clla nges for Eye Gaze ~ rrd A (1 en! io,,·Gelli ng 
Contributor M"hipl~ R· U·<q .. ~r~ F - 10 
S l ~p M"It;pl~ It p· I~'d 
Var ;~ b l~l~ 'q"~ " e ( h&n ge enle. 
I Eye gne 1 ""' n Ii» n (." 31 , IS 0,000) 
N" !lumencal eVljence was oblained !D 'nfe r Ihal ,he composi te al lenli oll-gelt Lng va I ue -
in ~dd , ll on to !h~ CO,l1 p0sIle eye g ~.e .'a lee - II necessary III order !O tX~l aLll (he Icta l 
,-a"auo n In usc cfcohes ion ,1I00;;lI(I OI1, o,'cr ! h~ C()ur,~ ()ft h~ Imtrve rulOD Th IS fi nd ing 
s"gge,rs Ina! ao ~ye gaze 3',d the ~omn1\J ~, cat!¥e ImefaCl1 0n Improves. mCrca,le, OJ 
a [te nl, oJ\ - ge l ll~g are net as necessary t~\ lathel ., ,' .sua l onc nl ~l ' on ,n ,nlcrac roon and 
v,sual ~ tt" n emenl l>ccomc ,mpo,1anl 
T abl e (b) ,',dreates stro ng n li me, jc~ 1 n id ~ nee iN change ;11 allenli on ' j.(~l1 , n~ con In bUli ng 
predomlll antly to change ;n mc,nmg Ilk'Cul 'O[l,'. when Ihe compos Lt e or wnc"On 
dlOCUllOns WdS ~'.c h, ~ed ,1.1 a po",hle con l"i)lJior Cha"ge ti' all e rll ,on·genl[,g a lone 
cO ll!rlbuled 41% 10 add rll ,·c chan ge in mea ning i\locul ions, Ch~ngc ,n ~ye gJU o,'c r time 
co nl r i b ut~d IIlsign,[,cantiy Ie lo tal "aml,cn In me~n , n g ' li OCU lio ns. bUI toge lher w,lh 
attenl l ()n -g ~ ltJ[l g chan ge , ..... ere ab l<' to p , ~d ' cI49% of Wla l ~~,;a!wn 
Table (b): Stepwise Regression Results of After-Before Meaning Illocutions 
Total Changes against Change for Eye Gaze and Attention-Getting Totals 
I 
Contributor Multiple R-square F- to 
Step Multiple R p-level 
Variable/s R-square change enter 
Attent ion-getti ng I 0.65 0.42 0.42 10.00 0.0069 
Eye gaze 2 0.70 0.49 0 .0 7 187 0.1952 
It follows then that the composite variable of attention-gettIng is a major contributor of 
meaning Illocutions change while the composite variable of eye gaze 1S a major 
contributor of cohesion illocutions change. This applies when the contributor link 
between meaning and cohesion dlocutions is excluded. 
(9b) Results of Analyses (iii) and (iv) of Section 5.3.2 of Chapter Five: 
The following results were obtained when all other composite variables were included as 
possible contributors to change in the composite meaning and cohesion variables. 
Table (c): Stepwise Regression Results for the Response Variable Change in 
Meaning tllocutions and the Explanatory Variables Change in Eye Gaze, Attention-
Getting and Cohesion lIlocutions 
Meaning change: diffel"ence score 
I , 
Step Multiple R Multiple R-square F - to 
R-square enter 
Cohesion IIlocu\ions 1 0.77 O.sq 0:-;-9 19.92 
Anenl1on-gctting 2 080 0.64 0.06 2.02 
Meaning change: log ratio of difference 
Cohesion I1locu[ions J 0.70 0.49 0.49 13.22 
Attenllon-getting 2 0.85 0 72 024 J 1.25 








The regression analyses indicated that cohesion rather than attention-getting dominated 
meaning change. A change in meaning i Ilocutions (transaction) was found to be well 
associated with a change in cohesion illocutions (interaction) alone, but furthemlOre, 
cohesion change was associated with underlying changes in attention and eye gaze. This 
latter finding suggests the importance of training caregivers in pre-linguistic skills and in 
interaction in first-time intervention programmes. 
As depicted in Table (c), the strong correlation between cohesion and meaning implied 
that cohesion alone was able to predict 59% and 49% of total variation in meaning 
i\locutions in tenl1S of additive and multiplicative change respectively. Change in 
attention-getti ng alone contributed sign i ficantly to overall mu I ti pI icative but not overall 
additive change in meaning illocutions. Hence, AG strategies are necessary in bringing 
about change in communicative transaction (meaning illocutions). Since the composite 
attention-getting was ref1ected as a constituent of the composite meaning illocutions, as 
attention directives, this may be inferred as the reason for the association. This inference 
may arise as an artefact of the construction of attention-getting rather than from a causal 
or predictive relationship with meaning illocutions. 
Table (d): Stepwise Regression Results for Change [n the Response Variable 
Cohesion .lIIocutions and Change in the Explanatory Variables of Eye Gaze, 
Attention-Getting and Meaning Illocutions 
Cohesion change: difference score 
Step Multiple Multiple R- R-square F - to : p-Ievel 
R square change enter 
Eye gaze I 0.83 0.69 ().69 3l.l8 O.DOO I 
Mea n i ng ill ocu tiolls 2 0.89 0.79 O. 10 6.47 0.0245 
fCohesion change: logarithm of ratio 
Meaning illocutions I 0.65 0.42 0.42 10. II 0.0067 
Eye gaze 2 0.83 0.69 027 11.57 I 0. 0047 
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O n The b~II5 " f stepwIse regr1::mcn ~n ,llyslS, change In eye gHe dUlmnalcd add jll,'e 
eoloes .on change ',\· 1" Ie change I n mea ning illQ<;u IIQIlS <;loIllIllJ!cd IlI li h, p I JC~ ( Ive co l;e~ ,o n 
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